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PREFACE

This manual contains the users guide for the IHS RPMS New encounter form and health
summary Package (PCC+) version 1.2. Installation and technical manuals are also
provided with this installation package.
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1.0 Introduction

The new encounter form and health summary Package (PCC+) enables IHS health
professionals to design and generate highly customized encounter forms and health
summaries on a laser printer. The new encounter form combines features of the
traditional Patient Care Component (PCC) encounter form, super bill and health
summary, and it replaces the first two of these documents. Customized elements of the
form come from the PCC database (demographic information, eligibility data, problems,
purposes of visit, allergies, health maintenance reminders and medications), the site
preference files (orderables and associated CPT codes) and the user preference file
(diagnoses and associated ICD codes). Because the new encounter form and health
summary Package extends the traditional functions of PCC, we call it PCC+. For the
sake of brevity, the acronym PCC+ will be used throughout this document.

The user manual for the PCC+ program explains the process of creating and generating
customized forms. This manual is divided into four main sections:

1. How to build and edit encounter forms: The primary form-building tool is
Microsoft Word. You will learn how to create elements of the form and how to
link certain elements to the PCC database.

2. How to customize the encounter forms with user and site preferences: the
primary preference-building tool is Microsoft Excel. This tool is supplemented
with several FileMan editing utilities provided in this package.

3. How to print encounter forms: Forms are generated during the patient check-in
process. This section describes the various methods and options for generating
forms and monitoring the process.

4. How to use the encounter forms: This section describes the best ways to take
advantage of this new technology with emphasis on using the form to improve
clinical care and third party reimbursement.

Sample forms are shown in Appendix A. These samples provide ideas for IHS sites on
where to start and what to include in the form. Of course, a site’s local processes and
preferences will dictate the final form design. Consider contacting sites that have already
created forms to obtain additional samples to add to Appendix A of this manual.

The user manual is a comprehensive guide to designing encounter forms, identifying user
preferences, and using PCC+. . Although there is a lot of material to cover, most users
become proficient with a few days of practice.

User's Guide 1-1 Introduction
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2.0

Building an Encounter Form

Encounter form templates are constructed using Microsoft Word®. We suggest using the
Word application that has been loaded and pre-configured on your print server. If
development is not being done on the print server, any Windows PC that runs Word 98 or
Word 2000 may be used.

NOTE: The print server is a computer whose primary purpose is to
print all PCC+ forms at your facility. It also contains specially
configured versions of Microsoft Word 2000 and Excel 2000. Your
site manager can give you access to this PC for the purpose of
developing and editing encounter forms.

The development process consists of the following 7 steps:

1. Extend Word’s toolbar and make other configuration changes
2. Create a new document
3. Use the undo, redo, and repeat functions
4. Make text boxes
5. Create tables
6. Connect the form to the database via mail merge
7. Copy components from pre-existing documents
2.1 Configure Word
This section explains how to extend Word’s toolbars and make other configuration
changes necessary to support the process of building an encounter form. If you are doing
your form development on a pre-configured PCC+ Print Server, the extended toolbar and
other changes should already be present, and you are free to skip this section.
2.1.1 Extend the Toolbar
The key to productive PCC+ template use is having the right tools at your fingertips.
Extending the standard Word toolbar to better meet the needs of the template facilitates
this process. Customize your toolbars before creating a document. It saves time and
helps you to flow smoothly through commands.
1. Open the Word application.
2. Activate the Drawing toolbar.
e Click the View option on the main menu bar. A drop down menu appears.
e Click the Toolbars option.
User’s Guide 2-1 Building an Encounter Form
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e Verify that the drawing toolbar is active. (If there is a checkmark next to
Drawing, it is activate.) If the drawing toolbar is not active, activate it by
clicking the Drawing option in the drop down menu. The drawing toolbar
will appear on your screen.

3. Click the Tools option on the main menu bar. A drop down menu appears (Figure
2-1). Click the Customize option. The Customize window appears (Figure 2-2).

Fgrmatllools Table MWindow Help Acrobat
5|y % Speling and Grammar...  F7

» L
i o Language 3
wiord Count. .. "
‘;@ AuboSummarize. .. :
BukoCarrect, ..
Track Changes 3

Merge Documents. ..
Protect Docurnent. ..

Online Callabaration 3

Mail Merge. ..
=1 Envelopes and Labels...
Letter Wizard, ..

Macra 4

Templates and Add-Ins. ..

Cuskomize. ..

Cptions. ..

Figure 2-1: Expanding the Toolbar, Step 3

4. Click the Commands tab (Figure 2-2).

21|

Customize 2l x|

Tellbersn Toolbars  Commands | Options I

ommands I Options I

Commands:
[ mew... ﬂ
D Mew

@ Mew Web Page

v Farmatting —

g

W Dirawing | ew E-mail Message
[ Extended Formatting

[ Mew Blank Document
[ Forms window and Help
[ Frames Drawing LI = Open... LI
™ Function Key Display
v Meru Bar
™ Microsoft Deescription | IMadify Seleckion ™ |

[ Picture LI

@l Keyboard,

Selected command:

@l Save in: INormaI 'l ﬁeyboard...l Close I

Figure 2-2: Expanding the Toolbars, Steps 4-5

5. Select a category from the categories list in the left column to view a set of
available commands in the right column (Figure 2-2).

6. Move a command to the toolbar.

User’s Guide 2-2 Building an Encounter Form
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e (lick on a command to highlight it.

e Hold down the left mouse button to capture the command icon and drag it
to the Drawing toolbar (Figure 2-3).

e Release the left mouse button and the icon appears on the toolbar.

Cakegories: Commands:

&7 Lnda ﬂ

WView
Inserk
Formnat
Tools
Table
Web

Window and Help ~
Drawing j E Paste A

Figure 2-3: Extending the Toolbars, Steps 5-6

Each category houses different commands, which are represented by different icons:

Suggested Commands to Add for Encounter Form Creation

Category Command Icon
Drawing Group i
Ungroup
Regroup
Bring to front
Send to back
Free rotate
Crop
Tables Delete rows
Insert rows
Insert Columns
Format Grow font 1 pt
Shrink font 1 pt
Single spacing

1.5 spacing

Double spacing
File Page setup
Edit Repeat

Redo -
View Fit to window

Show/hide formatting
Zoom 100%

[ By A=Y = AN BN i T i [aa - DP=d =N f e

The Standard toolbar should look like Figure 2-4and contain the following tools:

User’s Guide 2-3 Building an Encounter Form
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File

New

Open

Save

Print

Page Setup

Print Preview

Format

Fit to Screen

Fit Page in Window

Zoom

Show/Hide Formatting

Tools

Spelling Check

Edit

Cut

Copy

Paste

Paste Format

Undo

Redo

Repeat

Table

Insert Table

Table and Borders

Outside Borders

Insert Row

Remove Row

Insert Column

Remove Column

Format

Columns

Drawing

Drawing Toolbar

View

Magnifying

Window
and Help

Microsoft Help

DEEHEREBw: ¥ BRI -« - OCOBOF> LY EIR0E

Figure 2-4: Standard Toolbar

The Formatting toolbar should look like Figure 2-5 and contain the following tools:

Format

Style Selector

Font Style Selector

Font Size Selector

Bold

Italic

Underline

Word Underline

Grow Font 1 Point

User's Guide
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Shrink Font 1 Point

Align Left

Align Center

Align Right

Align Justified

Number

Bullet

Decrease Indent

Increase Indent

Marmal ~ TimesMewRoman = 12 - | B T

U w A W

[

[11
11
]
11
"

Figure 2-5: Formatting Toolbar

The Drawing toolbar should look like Figure 2-6 and contain the following tools:

Drawing | Group

Ungroup

Regroup

Bring to Front

Send to Back

Free Rotate

Crop

Remove Row

Insert Row

Format Grow Font 1 Point

Shrink Font 1 Point

Single Space

1.5 Space

Double Space

File Page Setup

Edit Repeat

Redo

View Fit to Screen

Format Line Style

View Show/Hide Formatting

Zoom 100%

POy D% e G Ay

===mM U -

Figure 2-6: Drawing Toolbar
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2.1.2 Additional Setup Changes

There are three additional preparatory steps necessary to configure Word to create
encounter forms.

1. Select an HP series printer.
e Click Start > Settings > Printers.

e Select an HP series printer as the default printer while designing any
PCC+ form. If there is no HP printer listed, add one.

2. Deactivate the drawing grid.

e C(lick the Draw option on the drawing toolbar. A drop down menu
appears.

e Click the Grid option.
e Deactivate the Snap to Grid function, if necessary. (If the Snap to Grid
function is activated, there is a checkmark next to it. Click the Snap to
Grid option to remove the checkmark and deactivate this feature.)
3. Change page margins.
e Click the File option on the menu bar. A drop down menu appears.

e Click the Page Setup option. The Page Setup window opens.

e Click the Margins tab. Type .4 in the Top field. Type .5 in the Bottom
field. Type .4 in the Left field. Type .5 in the Right field (Figure 2-7).

e Click the OK button on the Page Setup window to save your changes. This
configures the template margins to correspond to the HP series printers.

Page Setup 2l x|
Margins | Paper Size I Paper Source | Layauk I
T m rPrevie
Biottarn: |0.5 5‘ —_
Left: ID.4 5‘
Right: ID.S 5‘
Gukker: Iﬂ E‘ =
romedge——————————— —
Header: ID.S" 5‘
Footer: ID'5 E Apply to: IThis seckion vl
r Mirror margins Gukter position ——————
I 2 pages per sheet {* Left " Top
Default... | |:> oK I Cancel |

Figure 2-7: Changing Page Margins

User’s Guide 2-6 Building an Encounter Form
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2.2 Create a Document

The first document, a page that looks like a sheet of notebook paper, provides the
foundation for all encounter forms.

1. Open a new page.
e Click the File option on the menu bar. A drop down menu appears.
e Click the New option. A blank document appears.
2. Format the font (Figure 2-8).
e C(Click the Format option on the menu bar. A drop down menu appears.
e Click the Font option. The Font window appears.
e Select the Arial Narrow option in the Font: field.
e Select the 16 option in the Size: field.
e Select the Gray — 25% option from the Color drop down list.

e C(lick the OK button at the bottom of the Font window to save your

changes.
Font 2| x|
Fonk | Character Spacing I Texk Effects I
Font: Fonit style: Size:
IAriaI Marrow IReguIar
Arial -
Arial Black Ttalic
Bold
Arial Unicode M3 Biold Italic
Eatang LI
Font color: Underline skyle: Underline color:
|| |j I(none) j I Automatic j
Effects
[ strikethrough [~ shadow [~ small caps
I Double strikethrough [ outline [ allcaps
I~ Superscript [~ Emboss ™ Hidden
I subscript ™ Engrave
Preview
This i= a TrueType Font, This font will be used on both printer and screen,
Default, .. | OF Cancel

Figure 2-8: Formatting the Font

3. Line the page (Figure 2-9).

e C(lick the icon (show/hide formatting) on the toolbar. Characters or
symbols appear for all Word keystrokes (e.g., paragraph marks, tabs, etc.).

User’s Guide 2-7 Building an Encounter Form
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e Press the tab key until you have arrows across one entire line.

e Highlight the line by positioning your cursor on the first arrow and while
holding down the left mouse button, drag the cursor to the last arrow and
release the button.

1]

e C(Click the icon (underline function) to create a line.

e Repeat this process for the entire page, creating a lined page. (Use the
copy and paste function if desired.)

Tah
T VT G |
—+ - - - -+ -+ -+ —+ -+ —+ —- -+
-+ - -+ - - -+ -+ - —- - - -+
—+ —+ —+ —* —+ —+ —+ —+ —+ —+ —+ —+

Figure 2-9: Creating a Lined Page
4. Copy page one to page two.

e Highlight the page by pressing the Ctrl + A keys.

En
e Click the icon (copy) on the standard toolbar.

e Place the cursor at the bottom of the first page and press the Ctrl + Enter
keys. This forces the creation of a new page.

=]

e Place the cursor at the top of the new page and click the
An exact copy of page one appears on page two.

icon (paste).

2.3 Redo and Repeat

Before proceeding, it is useful to learn about the icons in the standard toolbar.

Undo Icon: Allows a user to undo a mistake made and return to an earlier state.
Multiple levels of undoing are allowed. Just keep pressing the undo icon to repeal
a series of changes made to the document.

Redo Icon: Allows a user to “undo an undo.” Multiple levels of redo are allowed.

Repeat Icon: Allows you to repeat a single formatting change multiple times.
For example you can change the line thickness, shading, and font size in multiple
sections of the document. Just highlight the area you want to change and press
the repeat icon.

User’s Guide 2-8 Building an Encounter Form
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2.4

KD w (uow

Figure 2-10: Undo, Redo, and Repeat Tools

Text Boxes

The next step is to superimpose additional design elements (also called components or
objects) on top of the lines. The best approach is to put these elements in a container
called a text box for easy positioning.

2.4.1 Creating a Text Box

At

1. Click the L.=11icon (insert text box). Your cursor changes to a + when it is moved
onto the paper.

2. Position the cursor (+) at the upper left corner of the page.

3. Click and hold the left mouse button and move the mouse toward the lower right
corner of the page. The text box appears. Make your box smaller or larger by
dragging the corner with the mouse.

4. When the box is the desired size, release the mouse button. The text box shows a
border with slashes and resizing marks.

2.4.2 Manipulating a Text Box

24.21

All objects should be in text boxes for easy manipulation and positioning. This section
explains the text box mechanics required to manipulate and work with text boxes.

Borders

When a text box is highlighted, a border surrounds it. There are two types of borders:
slashed and dotted. A slashed border indicates that the box only allows text editing. A
dotted border indicates that the box will allow the entire text box to be manipulated (i.e.
copied, pasted, deleted). Click a slashed border to transform it to a dotted border. (Figure
2-11)

For example, if the border is changed to a dotted border, the text box can be moved,
copied, or deleted. You can also globally change the font of all the text within the box. If
the border is changed to a slashed border, individual pieces of text within the box can be
added, edited, or deleted.

A

Highlighted text box

with slashed border|
T

o WA
L b

Highlighted text box Eesize handles
with dotted border ‘/ + \A

Figure 2-11: Text Box Borders and Handles

User’s Guide 2-9 Building an Encounter Form

June 2002



PCC+ Encounter Form and Health Summary Form (VEN) V1.2

To activate the dot border: If there is no border on the text box, move the cursor
over the edge of the textbox until the cursor changes to four pointers. Then left
click and the dots appear.

To activate a slashed border, place the cursor over the middle of the object and
left click and slashes appear.

To change the border from slashes to dots, move the cursor over the border
until it changes to four pointers. Then left click and the slashes changes to dots.
Review the instructions given previously for adjusting the formatting of all text
within the box.

24.2.2 Resizing and Moving

The resizing marks allow you to make the text box smaller or larger (Figure 2-11).
Marks in the corners allow manipulation in two dimensions—height and width—while
marks on the top, sides, and bottoms only manipulate height or width.

Place the mouse indicator on a resize marker and left click. Continue to depress the
button and move the cursor to change the size of the box. The entire text box may be
moved by first highlighting it (clicking on the box until the dot border appears).

Place the mouse position indicator on the border. A symbol of four pointers L] appears.
Press and hold the left mouse button and move the mouse. The text box also moves.
When the box is in the desired location, release the mouse button. You can also nudge a
text box, fine tuning the text box placement, using the arrow keys. While the box is
highlighted with the dot border, press the arrow keys, the box is nudged slightly in the
direction of the arrow key.

If the show/hide formatting feature () is active, an anchor appears in the margin of the
document when the text box is highlighted. This anchor indicates the line of the
document that the text box is attached to. If the line is moved, the anchor and text box
move with it. If the text box is moved, the anchor changes positions. To move the anchor,
place the mouse position indicator on the anchor and drag it. The anchor position is
important because it locks the text box in place. If a line that a text box is anchored to is
moved or deleted, the text box also moves or is deleted.

24.2.3 Changing the Contents of the Text Box

To make global formatting changes to the contents of the box, activate the dot border. To
add text to the box, click anywhere inside a text box to highlight it (make a slashed
border appear). While the box has the slashed border, position the cursor inside the box
and start typing.

Delete the contents of a text box by highlighting the box with the slashed border.
Highlight the text you wish to delete by placing the mouse cursor at the beginning of the
section. Press and hold the left mouse button and move the indicator over the items to be

User’s Guide 2-10 Building an Encounter Form
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deleted. Release the left mouse button at the end of the selection and press the Delete or
Backspace key on your keyboard.

2.4.2.4 \Wrapping Text Around the Text Box

In order for the text boxes to position themselves correctly on the form, the text wrapping
function needs to be adjusted. While the text box is highlighted with either the dotted or
slashed border, the wrapping parameter may be changed.

1. Highlight the text box that you wish to change the wrapping parameter for.
2. Click the Format option from the menu bar. A drop down box appears.

3. Click the Format Text Box option. The Format Text Box window appears.
4. Click the Layout tab in the Format Text Box window.

5. Click the Advanced button at the bottom of the Format Text Box window. The
Advanced Layout window opens (Figure 2-12).

6. Click the Text Wrapping tab in the Advance Layout window.

7. Click the In Front of Text option (Figure 2-12).

Colors and Lines I Size Layout | Pickure: I Text Box I Web I
‘Wrapping style
In line with text Sguare Tight Behind text  In front of text
Horizontal alignment
 Left " Center " Right ' Other
Advanced... |
Ok I Cancel |

Figure 2-12: Setting Text Wrapping Properties

2425 Setting Text Box Borders
Changing the Line Color

A lined border can be added to or removed from a text box with the =1 icon (line
function) on the drawing toolbar.

1. Click on the text box and activate a dotted border.

User’s Guide 2-11 Building an Encounter Form
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2. Click the line icon arrow (the down arrow to the right of the line icon). A drop
down window with line selections appears (Figure 2-13).

3. Click the No Line option and the border disappears (Figure 2-13).

4. Repeat this process, this time setting the line color to black. The line reappears

(Figure 2-13).

| Mo Line |

MEEEENEN
EEEEEEEE
EOOECOEEE
BO0O0O0EBmO
L

Mare Line Colors. ..

Patterned Lines. ..

-

-

Figure 2-13: Selecting a Text Box Line Color

Changing the Border

Thickness

To change the thickness of the border line:

1. Click on the text box and activate a dotted border.

2. Click the

icon (line thickness). A drop down window with line selections

appears (Figure 2-14).

3. Select the line thickness desired from the options that appear (Figure 2-14).

14 pt
14 pt
74 pt
1pk
114 pt
214 pt

414 pf; I
6 pk I
3 pt

414 pk

414 pk

& pk

More Lines. ..

.E\\vav.

Figure 2-14: Selecting a Text Box Border Width
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Setting Text Box Fill Colors

You can set the fill color of the text box with the fill color icon. Since the encounter form
is not printed in color, the color choices are limited to black, white, shades of gray, and
no fill color (i.e., a transparent box).

1. Click the text box and activate a dotted border.

2. Click the fill color icon arrow (the down arrow to the right of the fill icon). A drop
down window with fill color selections appears (Figure 2-15).

3. Click the No Fill option and the text box becomes transparent (Figure 2-15).

4. Repeat this process, this time setting the fill color to white. The text box becomes
opaque.

|
| Mo Fil

ENEEEEN
O EEEN =
EOCECOEN
|
(]

|

2]

]

|
BOO0O0EmO
oooooano

More Fill Colors. ..

Fill EFfects. ..
ElE

Figure 2-15: Text Box Fill Color Selection

m}

Grouping Text Boxes
To join two text boxes into a single object:

1. Click the first text box and activate the dotted or slashed border.

2. Press the Shift key and, while holding down the Shift key, left click the second
text box. Both boxes should be highlighted.

3. Click the ' icon (group) to join the text boxes into one object.

4. Reverse this by highlighting the joined object and clicking the icon
(ungroup).

Layering Text Boxes

1. Click the first text box to be layered over another text box and click the EI icon
(bring-to-front).

2. Click the second text box and click the El (send-to-back).
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3. Drag the text boxes so they partially overlay one another.

4. Reverse the process by clicking the second text box and clicking the bring-to-
front icon.

2.5 Tables

Always create tables within a text box so the table can be easily moved around the page.
1. Create a text box. Leave the text box with a slashed border.

2. Click the Table option on the menu bar. The table drop down menu will appear
(Figure 2-16).

3. Click the Insert Table option on the Table menu. The Insert Table window opens.

4. Type the number of columns desired in the Number of Columns field (Figure
2-16).

5. Type the number of rows desired in the Number of Rows field.
6. Type the column width desired in the Column Width field.

7. Click the OK button to create the table.

Insert Table 7| x o

[Table Window telp Acrobst 21x ;
| Table size E:i i i i o g
_{ Draw Table ers and Shading. .. a4 ¢ —
: Nurnber of columns: E] i o [ o3 i i
I T -
' = Nurmber of rows: z 1
[ Delete ’ T Calimns bo the Left
| Select » .%1 HIHinE e E"_a Autofit behavior

M & Fixed calumn width: Inuto E‘

»
ozt Big Rows Above € AutoFit to contents v

Table Propetties. .. 2 Frys Belays

g Cells...,

" AutoFit ko window /
Table farmat {none) AutoFarmat, ..
™ Set as default for new table

OF I Cancel |

Figure 2-16: Creating a Table in a Text Box

8. Set the text box border selection to the No Line option. When working with the
encounter form, the text box borders are not usually needed.

2.5.1 Highlighting a Table

Edit the table within the text box. Begin by highlighting the table. There are several
methods you can use to highlight the table.

To highlight the entire table
1. Click the Table option on the menu bar.
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2. Click the Select Table option on the Table menu.

Highlight one cell
1. Move the cursor over left the border of the cell until an arrow appears.

2. Click the left mouse button once the arrow appears.

Highlight several cells
1. Mover the cursor over left the border of the first cell until an arrow appears.

2. Click the left mouse button on the first cell.

3. Drag the mouse indicator to the last cell to be highlighted and release the mouse
button.

Highlight cells using the arrow keys
1. Place the cursor in the first cell you wish to highlight.

2. Press the Shift key and an arrow key. The cells highlights one at a time each time
you press the arrow key.

2.5.2 Changing Column Width and Row Height
1. Click the Table option on the menu bar.

2. Click the Table Properties option (or cell height and width in Windows 98). The
Table Properties window will open.

3. Click the Row tab to change the row height (Figure 2-17).
4. Click the Column tab to change the column width (Figure 2-17).
5. Click the OK button to accept your changes and return to the highlighted table.

The column width can also be changed by placing the mouse cursor on the line to be
adjusted. A « || — symbol appears. This symbol captures the line and allows the line to
be moved from side to side for vertical lines and up and down for horizontal lines.
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Corcel_|

Figure 2-17: Table Row and Column Settings

2.5.3 Splitti

ng and Merging Cells

Cells within a table may be split or merged. A merged cell appears as one cell that is
larger then the surrounding cells. Merged cells are commonly used for the top row or tile
of a title. Split cells appear as two or more smaller cells (either vertical or horizontal) in
relationship to the surrounding cells.

To Merge Cells
Highlight the cells to be merged.

1.

2. Click the Table option on the menu bar.

3. Click the Merge Cells option on the Table menu. The dividing lines disappear
between the cells. Text can be added across the entire cell or centered within the

cell. To center text in a merged cell, highlight the text and click the icon

(align center).

Typically, the title row (the table’s top row) is a merged cell. If you resize the
table after merging a row, you will have to resize that row separately. Another
approach is to delete the merged row and then insert a new row after you have

Click the Split Cells option on the Table menu. The Split Cell window will open.

4.
resized the table.
To Split Cells
1. Highlight the cells to be split.
2. Click the Table option on the menu bar.
3.
4.

Type the number of columns and rows to split the cell in to. Click the OK button
at the bottom of the Split Cell window.
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2.5.4 Setting Table Borders

Individual lines surrounding a table or the entire border surrounding a table may be
removed (or added) using the border icon on the standard toolbar (Figure 2-18).

Figure 2-18: Table Border Selection Tool
1. Highlight the table you wish to set the borders for.
2. Click the border icon. A drop down box with border options opens (Figure 2-18).

3. To add or remove the top, bottom, right, left or internal border, click the icon that
shows the border to be added or eliminated.

2.5.5 Shading a Table

It is easier to read a table if every other row is a slightly different shade.
1. Highlight the first row you wish to shade.

2. Click the Format option on the menu bar.
3. Click the Borders and Shading option on the Format menu. The Borders and
Shading window opens.

4. Click the Shading tab.

5. Click a light shade of gray (gray at 10% or 15%) from the Fill field. Gray at 15%
works best if you intend to make photocopies of the document, retaining the
shading in the copy but not copying so dark that the text is unreadable.

6. Click the OK button in the Borders and Shading window to return to the table.

7. Position the cursor in the next line you wish to shade and click the icon
(repeat).

Continue with this procedure until all lines that require shading have been formatted.
The end result will look similar to Figure 2-19.

Lifsapelpog el s
el FeRNeNNel el
[sRpeRNsNNa] el
[sRpeRNsNNa] el
[« RN s s RN

[
Figure 2-19: Shading a Table
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2.5.6 Adding or Deleting Rows

Adding and removing rows from a table is a simple process.

To add a row:
1. Move the cursor to the bottom row of the table.

2. Click the icon (insert row) to add a row to the table.

To remove a row:
1. Position your cursor on any part of a row.

2. Click the = icon (delete row) to delete the row from the table.

2.5.7 Practice Exercise

Test your skills. Using the techniques you have just learned, recreate the objects shown
blow. (Tip: For the vital signs object, begin by putting a table or tables in a text box.)

Item One

GIMC PEDIATRIC CLINIC

Item Two

Temp OARE Pulse Resp

Weight (Ibs) (0zs)

Height (ins)

2.6 Mail Merge

The next procedure to learn is performing a successful mail merge. Mail merge is a
method of connecting a Word document to a database. In this case, an encounter form
will be connected to patient data, user preferences, and site preferences stored in the PCC
database. The secret of this technique is to imbed fields (connections to the PCC
database) in the Word document.
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2.6.1 Mail Merge Headers

First, attach header and data files to your form to create a mail merge document (Figure

2-20).
1.

2.

Click the Tools option from the menu.

Click the Mail Merge option on the Tools menu. The Mail Merge Helper window
opens.

Click the Create button in the Mail Merge Helper window. A drop down menu
opens.

Click the Form Letters option in the drop down menu. A window opens.

Click the Active Window button in the new window. The Mail Merge Helper
window returns to the front.

Click the Get Data button in the Mail Merge Helper window. A drop down menu
opens.

Click the Header Options option on the drop menu. The Header Option window
opens (Figure 2-21).

Wiord Count...

75 AutoSummarizs. .. Lige bhis chackat bo £at ups 4 el mengs. Dhsgin by chossing tha Crasts
AutcCorrect,.. S
Look Lp Reference. .. 1 BT i o

Track Changas
Merge Decuments, .. 2
Protect Document., ..

Toaks Tadle MWindow Hep

Y speling and Grammar... F7
Language k|

HMail Merge, ..

=] Envelopes and Labels, ..

The resck: s5ep i saiting up she sl resepe b 10 specily 8 dats source,
Choone tha Gt Data buttas,

.I IE i e el
Lresle ™ e =
e T Foam Lase
i

Figure 2-20: Mail Merge, Inserting a Header, Steps 1-7
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8. Click the Open button to specify a header. The Open window appears (Figure
2-21).

9. Select the All Files option in the Files of type: field.
10. Select the header source c:\ilc\templates\ef header.txt.
11. Click the Open button. The Mail Merge Helper window returns to the front.

12. Click the Get Data button on the Mail Merge Helper window again. A drop down
menu appears.

13. Click the Open Data Source option on the drop down menu. The Open Data
Source window opens.

14. Click the Word Documents option in the Files of type: field.

15. Navigate to the c:\ilc\print\efdata.doc file. The Header Record Delimiters
window opens.

16. Select the caret (*) option in the Field delimiter field and click the OK button. The
Mail Merge Helper window returns to the front.
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JEERT LA | 7 =
Fhargs typa: Foam Lettars
m““"“mm|+| Lot DU Tha reast wap in netting ug tha read vearge b to sy 8 dabn s,
Fie s e T T Eheadeti e et ELiih Ea T
Pl o fype: (I TTS I | .xt = =
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Figure 2-21: Mail Merge, Inserting a Header, Steps 8-16

Click the Close button. The encounter form is now able to use mail merge. The mail
merge toolbar should now be visible (Figure 2-22).

| tnsert merge Field « | nsert wordFleld = | [ 14 4 [0 v v BRI 3 05 0

Figure 2-22: Mail Merge Toolbar
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2.6.2 Fields

The next step is to actually move fields on to the encounter form.

1. Create a text box. With a shaded border, move the cursor to the upper right hand
corner of the text box.

| Inset Merge Field -

2. Click the icon on the mail merge toolbar or press the Alt + Shift +
F keys. A list of possible fields will appear. Use the page down and arrow keys to
easily navigate the lengthy list. (Refer to Appendix B for a full description of this
list.)

NOTE: Due to a bug in Word 2000, the Insert Merge Field icon
does not work if there are more than 1024 fields attached to the
document. Most documents you will work with have at least that
many fields. Fortunately, there is a work around. Instead of
clicking the icon, use the keyboard option Alt + Shift + F. Another
work around is to use Word 97 to design forms. This earlier
version of Word does not have the Insert Merge Field bug.

3. Double click on the field name patient. The patient field bracketed by chevron
stripes appears in the text box you just created. (See Figure 28.) Never type in the
field name; e.g., never type the characters “<<patient>>". Always select this field
from the list. The field will be inserted at the cursor location.

4. To view the merged component, click on the icon (view merge data) on the
mail merge toolbar. The mail mere fields change to normal text.

Il Irenit Merga Feaicl = 1ecael veprd Fickd =
et T -
3 apalienils spabenbs
& -——-__* ; 1 pabients] 4 MANDY
b . : WHEELWRIGHT
w H \1. e
o
prerscer
trwibame: i
kg
I :"'" B
- +

Figure 2-23: Inserting Mail Merge Fields, Steps 1-4

To review the data source, place the cursor anywhere on the page but not inside a table.
Click the =l icon (edit data source function) located on the Mail Merge toolbar.
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If a field value is not present in the database, nothing will print on the form. There will
just be a blank space.

2.6.3 Practice Exercise

To practice the information just learned, try the following exercise.

Part One: Follow the steps shown below in Figure.

 EhO0DEHES+ 7T 0-8
=iEit¥:ﬂQiH_

the box.
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Figure 2-24: Mail Merge Practice Exercise, Part 1
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Part Two: Insert the fields plc-p20c and p1-p20 as shown in Figure 2-25. Then click the
merge icon to bring in data from the PCC database as outlined in Figure 2-25.

Achie Prablems-and Recent POYsz a

picap - -

F|S@|&|@| @

ilsd| &) &) 6

N :
e : . Attachthe header and data files by using the mail merge feature,
0 2. Place the cursor in the upper [eft cell of the table.

i : "3 Click hsertMerge Aeld or press Alt+ SHift+ F.
= 4. Serdldownto pfeand press enter. The pic field will be inserted.
& Fepeat with p2e420c and pl 420
IR sctwe Pobiems and Recert POve |6 aie Py prve 6. o Make the table
plen _upis o :;;;' trlF:-EHG I TO PEN V4 identical to the example.
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Figure 2-25: Mail Merge Practice Exercise, Part 2

2.7

Copying Components

It is possible to copy pre-existing components from one form and paste them into
another. Once the components are copied, they can be accepted “as is” or edited. This
approach is much easier than starting from scratch. Two methods of copying components

are described below.

2.7.1

Method One

Create a blank document and convert it to notebook paper (line the page).

I. Open a document that contains the components desired (source document).
Toggle between the two documents by selecting the Window option on the menu
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bar. There is a list of open documents at the bottom of the Window drop-down
menu. The document currently in use is marked with a check (Figure 2-26).

indow
Mew Window
Arrange All
Split

1 Documents
IT 2 Documenks -
3 ven_012u.doc List of open documents
4 wen_12u,.doc

Figure 2-26: Toggling Between Open Documents

2. Go to the source document. Turn off mail merge by clicking on the mail merge
icon. The document reverts to a display of only field names bracketed by
chevrons. Mail merge must be off before copying and pasting items from the
source document to the new document. Now the document is prepared for
copying objects—including all of the existing database connections.

3. Highlight the object to be copied from the source document. Click the copy icon
(Figure 2-27).

T I Tr T E WARNING: If Mail Wierge
SmELeRlo MUonomslto e B s R has been setip, it must be
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Sample borders
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% Dotted border
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Figure 2-27: Copying Components, Method One

4. Open the new encounter form. Paste object to document by clicking the Paste

icon on the toolbar. Resize the items as needed using the resizing boxes (Figure
2-28).
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Figure 2-28: Copying Components, Method One, Step 5

2.7.2 Method Two

An alternate way to copy components is to use the drag and drop method. The steps
below present an example of how to use this copy method when working with a two-page
source document.

1.

2.

10.

Open the form that contains the components desired for the new encounter form.
Save the document as the name of the new form.

Move the cursor to the top of the second page of the form by placing the cursor
anywhere on the first page and press the Ctrl + Page Down keys.

When the cursor is repositioned, press the Ctrl + Enter keys. This will force the
creation of a new blank page after page one.

Repeat this process to create a second blank page after the last page of the form.
Make notebook paper on both blank pages (line the pages).

Click the View option on the menu bar (Figure 2-29).

Click the Zoom option. The Zoom pop-up window appears.

Click the Many Pages option on the left side of the Zoom pop-up window.

Highlight page one and two so that two pages are visible at a time. The idea is to
pair a notebook paper (target) page with a source page.
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11.

12.

13.

14.

15.

16.

Click the OK button at the bottom of the Zoom pop-up window.
Highlight the component to be copied.
Move the cursor over the slashed border until the cursor turns to four pointers.

Right click and drag (i.e., right click and keep holding the right key down — do not
release the right key). The border disappears. Keep holding the right mouse key
down and drag the component to the lined paper. Release the right key. A pop up
window opens when you release the right mouse key.

Click the Copy Here option in the pop-up window and the component is copied
onto the lined paper.

Repeat the process until all required objects are copied on the lined paper. Delete
the source pages and fine-tune the target pages.

&

~Zoom bo Preview | 1" 5. Zoom.

Source pace Target page

s
3

Marty pages;

-10 pk Times Mew
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| 1x2Pages

&, HgHight the component and mowe
the cursor over the slashed border

urtil the cursor changes to a four

g
\pnirfter.
™ Hold down the right

mouze key and drag the
component to the target page.

" Releasethe right
mouze key when the
componert is positioned

correctly
T Qalart rone hara
Figure 2-29: Copying Components, Method Two
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There are currently dozens of encounter forms that have been developed in the Indian
Health Service. Some of these forms are available in the directory c:\ilc\templates. One
particularly useful template is wic_template.doc. This template can be attached to the
header file ef header.txt and the data file efdata.doc. Other encounter forms will be made
available on the Indian Health Service website. Feel free to use these as a source of
components when customizing encounter forms.
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3.0

3.1

3.1.1

Defining User and Site Preferences

One of the key advantages of the new encounter form is that it can be highly customized
to reflect individual patient needs as well as the local clinic needs. Individual providers
can specify up to 60 of their preferred diagnoses on a single form. In addition, a provider
can develop these preference lists for up to eight different diagnostic categories (infants,
children, teen females, teen males, adult females, adult males, senior females, and senior
males). This means that each provider can specify up to 480 diagnoses and associated
ICD codes.

The site manager can also specify orderables. An orderable is something that can be
ordered by a provider, and it is usually associated with a CPT code. There are eight
different classes (exams, treatments, injections, radiology exams, injections, supplies,
patient education topics and immunizations) that can be specified across four
demographic categories (infants, children, adult females, and adult males).

Note that customized lists of diagnoses are provider specific and customized lists of
orderables are site-specific. Different sets of utilities are used to maintain the lists of
preferred diagnoses and preferred orderables. This section describes how lists of
preferred diagnoses and orderables are generated, edited, and saved.

ICD9 Preferences: Diagnoses

The PCC+ package contains several utilities for generating, editing and saving lists of
diagnostic preferences. A list of preferred diagnoses is generated in three stages:

1. The site manager invokes special RPMS data mining software to extract the top
100 diagnoses for individual providers, specific provider groups (e.g.,
pediatricians) and/or all providers at the site.

2. This list is refined and edited using a version of Microsoft Excel that is enhanced
with special macros (Windows-based utility).

3. The list is exported to the RPMS server where additional refinements can be made
using a PCC+ utility (MUMPS-based utility).

The lists are ultimately stored in the file VEN EHP ICD PREFERENCES. The contents
of this file determine exactly what is printed in the preferred diagnoses section of the
encounter form.

Mining the RPMS System for User ICD Preferences
From the PCC+ Managers Menu:
1. Type EXTR at the Select Manager’s menu for encounter form Option: prompt.

2. Type the date to begin the search with at the Enter Beginning Date: prompt.
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3. Type the date to end the search with at the Enter Ending Date: prompt.

The duration of the date range determines the size of the sample. If extracting data
for all providers at a large medical center, a 30-day range (T-30) should be
adequate. If extracting data for a single provider, six months (T-180) or more will
suffice.

4. Type the appropriate class (Individual Providers, Provider Groups, or all
Providers) at the “Enter Provider Class:” prompt.

5. Select the data source that matches the clinic where PCC+ will initially be
implemented. For example, if EH is being set up in the Pediatrics Clinic, select
PEDIATRICIANS. If the PCC+ is being put in a general clinic, select
PHYSICIANS.

You may limit the sample to a specific clinic or generate a sample from all clinics.
6. TypeY at the Are You Sure You Want To Proceed? Prompt.

The extraction process takes anywhere from 3 — 30 minutes, depending on the
sample size and processor speed. If another search is run, it overrides the first.

This process generates the raw list for the designated provider(s) of the top 100
diagnoses across eight demographic categories (i.e., a list of 800 diagnoses). The
extraction process stores this list in a file named ilc_icdl.txt. The location of this
file is determined by the value of FIELD 12 (PATH TO SITE PREFERENCES)
in the VEN EHP CONFIGURATION FILE. Typically, if the RPMS is running
on the Windows operating system, the path is C:\ILC\. If RPMS is running under
UNIX, the path is /usr/spool/uucppublic/ilc/codes. Check with your site manager
to be sure of your site’s chosen file/ path name.

FTP the file to c:\ProgramFiles\I[LC\ILC FORMS PRINT SERVICE\CODES\. This
places the data on the print server. If this step is not done, a run time error occurs when
the ICD codes are imported.

3.1.2 Editing Preferences with Excel

1. Import the raw data and do preliminary edits.
2. Sort the data by demographic group.
3. Export the data to a text file.

Initial experience suggests that up to 40% of the historical codes extracted with this
utility are not optimal and therefore require modification. Edit codes with the assistance
of an expert coder. Eliminate invalid codes, split single codes into multiple entries to
achieve greater specificity, and correct ambiguous or invalid provider narrative.
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Step 1: Import ICD Codes
1. Open Excel.

2. Click the ICDImport button to begin the sort process. A list of ICD codes and
narratives appears on the screen (Figure 3-1).

e Column A contains the ICD9 codes. The spreadsheet is sorted by Column A
in ascending numeric order.

e Column B contains the most common provider narrative associated with the
code. Column C contains the official ICD9 narrative associated with the code.

e Ignore column D-M.

3. Auto format the spreadsheet to provide better visibility of the contents of all
columns (Figure 3-1).

e Click the empty cell above the row labeled 1 and to the left of the column
labeled A.

e C(Click the Format option on the menu bar.

e Click the Column option on the Format menu. The Column Formatting menu
appears.

e Click the AutoFit Selection option on the Column menu. The column widths
are automatically adjusted.

The maximum number of characters allowed for any provider narrative is 27.

X, Meciasolt Excel < ILC_ICOT, TXT [Hizad-Dedks]

[[] e gde wew mnsert [Formet Took Dats window Heln

lb@@jany . o ||@®[x £ 43
ap

. Micsoaoft Excel - ILC_ICD . THT [Read-Dniy)

S Fl Edt Wew Jert Fonat Took [eta Window Hel
Dkl SRY BRI =~ 8% = s 450 0Sa -
snd w0 B F oy EETE e x, WS R DB
o ] P ] B o T ] Y

il - w1101
El[10 i N
[2 ] 10 ; )

"n“| Sl ’ .'.i'-.l... o a

|| recmpert R rc0St s EnkuFRt Selection

10| Hypothymi HY PO 0

Figure 3-1: Inserting ICD-9 Codes
4. Change any codes necessary (Figure 3-2).

e Click the cell and type the correction in the text box at the top of the
spreadsheet.
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| Warning: Do not make any changes to columns D-M.

MBICDImpan: [ 1DSork E)ICDSa-.-e‘

B1 | =] Onychomycosis
A B
11 {1101 |Onychomycosis DEH
2 11104 Tinea pedis DEH
| 3 [1105 Tinea corporis DER

Figure 3-2: Editing ICD-9 Codes
5. Delete any rows necessary (Figure 3-3).

Right click on the row number located in the far left hand column. A drop

down menu opens.

Click the Delete option. The row disappears.

Warning: You may delete rows or edit user narrative / codes, but
do not add any rows until the next step.

A

= B2 Copy
| ¢ G paste
Paste Special... hper rash

Insert

Clear Contents

oris
cosis
east

rmatitis

hellitus, type

1 1101 Gn\'chnmicnsis
& au

iz, resolved cause unclear

B! Format Cels. . iz, resohing
Bow Height..., fv il
Hide hia due to divretic
Lnhide

evatlion Tollow up

Figure 3-3: Deleting Rows in Excel

6. Save the changes. If you end the editing process to continue it later, be sure to
save the file in Excel format as an .xlIs document. If you save the document as a
text (.txt) document, it cannot export your changes and all of the work put into the
document up to this point will be lost.

Step 2: Sort ICD Codes
Once the necessary changes have been made, it is time to sort the data.

1. Click the ICDSort button. The data is sorted into eight separate spreadsheets for
each category in the following table.

Category Age Range
Infants 0-2 Years
Pediatrics 2-11 Years
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Category Age Range
Adolescent Female 12-17 Years
Adolescent Male 12-17 Years
Adult Female 18-64 Years
Adult Male 18-64 Years
Senior Female 65+ Years
Senior Make 65+ Years

| — —
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1149 Cocci dermalitis

2449 HypotbiyroidEm

29000 Diabetes mellilug, type
2512 Hypoglycemiaresoleed. cause unclear
2761 Hyponsirermis, resobing
2765 Dehgdration mild

2763 Hypokalemia dur 1o diuretic
7.4 Bilirubin glevalion Tollos up
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Figure 3-4: Sorting ICD Codes

2. Click the Infant Codes tab.

e This spreadsheet contains five columns: Column A: ICD code; Column B:
code narrative; Column C: official ICD narrative; and Column D: frequency.
Ignore column E (Figure 3-4).

e The maximum number of characters for column B is 27. (Only the first 27

characters from column B will appear on the encounter form.)

e Note that the spreadsheet is sorted by Column D, the frequency of occurrence

in descending order.

3. Edit and delete entries as before.

e Always insert new entries at row 1.

e Never make any entries or changes to columns C, D or E.
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4. When you have finished adding new entries, delete all rows numbered 55 and
higher. The default encounter form can only hold 54 preferences per demographic

category.

5. Sort the entries by code or narrative. This step is optional (Figure 3-5).

e Press the Ctrl + A keys or click on the blank square in the upper left hand
corner of the spreadsheet. The entire spreadsheet is highlighted.

e Click the Data option on the menu bar.

e C(Click the Sort option on the Data menu. The Sort window appears.

e Make sure that the radio button marked “No header row” is selected.

e Select the column to sort with (A or B) and the sort order (Ascending). Click

the OK button and the

sort will run.

6. Save the change, if you need to stop the editing process and return later, being
sure to save it in Excel format (.xls document). If you save it as a text (.txt)
document, you will not be able to export your changes.
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Figure 3-5: Setting Sort Criteria for ICD Codes

7. When the process for the infant spreadsheet is complete, repeat the procedure for
the other seven demographic categories. Ignore the tab marked ICD9 Codes.
Before exporting the data, review each spreadsheet, reduce it to 54 codes, and sort

it alphabetically.

Step 3: Export ICD Codes

The final step is to export the codes back to the PCC+ database on the RPMS server. The
data resorts itself into one master document. This final sort may take several minutes.
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Click the ICD Export button. Click the Yes button if you are asked if you wish to
replace the existing file IDC_ICD2 (Figure 3-6).

Save the changes.
e Click the Yes button.

e Click the Save button.
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Figure 3-6. Exporting ICD Codes, Steps 1-2

1.

Move the file ILC ICD2.txt, located on the print server in: C:\Program
Files\ILC\ILC Forms Print Service\Codes, to the RPMS server using FTP or a
floppy disk.

If the Server is running UNIX, restore it to the public directory:
/usr/spool/uucppublic/. If it is running Windows, restore it to c:\ilc\. This path
must match the one recorded in the PATH TO PREFERENCE FILES field of the
VEN EHP CONFIGURATION file.

Open the menu VENMENU on the RPMS server.

Type MGR at the “Select New encounter form Option:” prompt and press the
Return key.

Type ICD at the “Select Manager’s Menu for encounter forms Option:” prompt
and press the Return key.

Name the provider if asked to assign the preferences to a specific provider. The
VEN EHP ICD PREFERENCES file is now populated. This means that provider
preferences can now appear on the new encounter form.
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3.1.3 Fine Tuning the ICD List

The previous section explained how to mine the RPMS database to extract provider
preferences. This section details how to copy preferences from one provider to another
and how to customize (add, edit, delete) preferences for final presentation on the
encounter form. Begin with the primary menu option, VENMENU, and proceed as
follows:

1.

Type EDI at the “Select Manager’s Menu for encounter forms Option:” prompt
and press the Return key (Figure 3-7).

2. Type the encounter form name to be worked on at the “Encounter form name:”
prompt and press the Return key.

3. Type the name of the provider whose preferences are to be edited at the
“Provider:” prompt and press the Return key.

4. Type the number corresponding to the demographic group at the “Patient group:”
prompt and press the Return key. The number of entries allowed and the number
of entries selected at this point appear along with the current list of ICD Codes.

5. Type the editing function to be preformed at the “Your choice:
(A/E/D/C/S/N/Q):” prompt and press the Return key.

Function Explanation

ADD Add a new entry to the list

EDIT Edit the narrative or ICD code or a single entry in the list.

DELETE Delete an entry from the list.

COPY Copy the entries of one provider to another

SUBMIT Submit the draft list for final entry into the VEN EHP PREFERRED ICD
FILE and close the transaction. This item is mandatory. If it is not
selected, all edits will be ignored.

NEXT LIST | Open up a new list for editing.

QUIT Quit this utility

6. Perform the desired edits. Details on performing edits are listed above.

7. TypeY at the “Are you sure everything is OK?:” prompt.

8. Type Submit at the “Your choice: (A/E/D/C/S/N/Q):” prompt and press the
Return key.

9. Select the sort option preferred (type A to alphabetize the list, type C to sort the

list by code, type S to save the list as is). Press the Return key.
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Installation Utilities
INS
MGR Manager's Menu for encounter forms
PRNT Print Forms

Select New encounter form Option: MGR

PRNT Print Forms

MON Monitor Print Deamon

GO Start Print Deamon

STOP Stop the Print Deamon

ICD Import ICD Preferences from Excel
EXTR Extract Preferences from PCC Database
SYS Edit Orderables

QUE Monitor the Check-In Queue

EDI Edit ICD Preferences

Select Manager's Menu for encounter forms Option: EDI

Encounter form name: BBC MEDICAL
Provider: BBC,GENERIC PROVIDER

Select one of the following:

Infants
Children

Teen Males
Teen Females
Adult Males
Adult Females
Senior Males
Senior Females

O J o U WDN

Patient group: 1
There is room for 54 entries on this form and you have selected 5 entries
BBC MEDICAL/BBC,GENERIC PROVIDER/Infants

1 Well child exam V20.2

2 URI 465.9

3 Acute superlative otitis media 382.00

4 Cough 786.2

5 Dermatitis 692.9

Select from 'ADD', 'EDIT', 'DELETE', 'COPY', 'SUBMIT', 'NEXT LIST', 'QUIT'

Your choice: (A/E/D/C/S/N/Q):
Figure 3-7: Fine Tuning ICD Selection
Add / Edit a Preference
When adding or editing a preference the provider must specify the diagnostic narrative
and the associated ICD code. You can enter any text the provider wants to use or you can
use the “official” ICD diagnostic narrative. The first character of the narrative should be
capitalized and the rest lower case — unless the narrative is an acronym like ‘CHF’. It is
legal to enter a partial ICD narrative or code (e.g., ‘Sprain of _ ’ or ‘382. ’). In this
case, the underscore prompts you to fill in the blanks.
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Adding a Code
1. Type A (for add) at the “Your choice: (A/E/D/C/S/N/Q):” prompt and press the
Return key (Figure 3-8).

2. Type the entry name at the “Name of entry:” prompt and press the Return key.

3. Type the new ICD Code at the “ICD Code:” prompt and press the Return key.

Your choice: (A/E/D/C/S/N/Q): A

Insert new entry at what position? (1 - END of list): END// END of list
Name of entry: Impetigo

ICD Code: 684.

Well child exam V20.2

URI 465.9

Acute otitis media 382.00
Cough 786.2

Dermatitis 692.9

Impetigo 684.

o U W N

Want to add another entry? Yes// NO (No)
There is room for 54 entries on this form and you have selected 11 entries
BBC MEDICAL/BBC, GENERIC PROVIDER/Infants

Figure 3-8: Adding an ICD Code

Editing a Code
1. Type E (for edit) at the “Your choice: (A/E/D/C/S/N/Q):” prompt and press
the Return key (Figure 3-9).

2. Type the position number of the code you wish to edit at the “Edit Entry from
what position:” prompt.

3. Edit the name/ narrative information and press the Return key.

4. Edit the ICD code and press the Return key.

Your choice: (A/E/D/C/S/N/Q): EDIT

Edit entry from what position: (1-56): 3

Name of entry: Acute otitis media Replace Acute With Acute superlative
Replace

ICD Code: 382._  //

1 Well child exam V20.2

2 URI 465.9

3 Acute superlative otitis media 382.00
4 Cough 786.2

Dermatitis 692.9
Impetigo 684.

Want to edit another entry? Yes// NO (No)

Figure 3-9: Editing an ICD Code
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Deleting a Code

1. Type D (for delete) at the “Your choice: (A/E/D/C/S/N/Q):” prompt and press

the Return key (Figure 3-10).

2. Type the position number of the code you wish to delete at the “Delete Entry

from what position:” prompt.

3. TypeY at the “Sure you want to delete [diagnosis name]?”” prompt.

Your choice: (A/E/D/C/S/N/Q): DELETE
Delete entry from what position: (1-11) :
Sure you want to delete Dermatitis? Yes//

Figure 3-10: Deleting a Code

Copy a Preference

Copying ICD codes through this option means appending entries from another provider

to the bottom of the current provider’s list.

1. Type C (for copy) at the “Your choice: (A/E/D/C/S/N/Q):” prompt and press

the Return key (Figure 3-11).

2. Type the name of the provider you wish to copy the ICD codes from at the

“Provider:” prompt.

3. Type the number that corresponds to the patient group you wish to copy the

ICD codes from at the “Patient group:” prompt.

4. Type the name of the target list (the list you wish to copy the ICD codes to) at

the “Target list:” prompt.

Your choice: (A/E/D/C/S/N/Q) : COPY
Enter name of provider to copy from =>
Provider: IHS ,GENERIC PROVIDER

Define the Patient Group to copy from =>
Select one of the following:

Infants
Children

Teen Males
Teen Females
Adult Males
Adult Females
Senior Males
Senior Females

O J o U b WD

Patient group: 1

BBC MEDICAL/IHS,GENERIC PROVIDER/Infants
1 Seasonal allergies 477.0

2 Acute bronchitis 466.0

3 Asthma w/o status asthmaticus 493.90
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4 Teething syndrome 520.7
5 Vomiting 787.03
6 Atopic dermatitis 691.8

Target list:

BBC MEDICAL/BBC,GENERIC PROVIDER/Infants

There is room for 54 entries on this form and you have selected 11 entries
BBC MEDICAL/BBC, GENERIC PROVIDER/Infants

Well child exam V20.2
Acute superlative otitis media 382.00
Impetigo 684.

Seasonal allergies 477.0
Acute bronchitis 466.0

w/o status asthmaticus 493.90

Teething syndrome 520.7
Vomiting 787.03

dermatitis 691.8

1

2 URI 465.9
3

4 Cough 786.2
5

6

7

8 Asthma

9

10

11 Atopic

Figure 3-11: Copying ICD Codes

Submit a Preference
Y ou must always submit your changes or all editing will be ignored.

Your choice:

(A/E/D/C/S/N/Q) : SUBMIT

The following list will be saved: BBC MEDICAL/BBC,GENERIC PROVIDER/Infants

Well child exam V20.2

Acute superlative otitis media 382.00

Seasonal allergies 477.0
Acute bronchitis 466.0

w/o status asthmaticus 493.90

Teething syndrome 520.7
Vomiting 787.03

1

2 URI 465.9

3

4 Cough 786.2
5 Impetigo 684.
6

7

8 Asthma

9

10

11 Atopic

dermatitis 691.8

Are you sure everything is OK? Yes// Y (Yes)

Select
A
C
S

Your choice:

one of the following:
ALPHABETIZE THE LIST AND SAVE
SORT BY CODE AND SAVE
SAVE

A

Figure 3-12: Submitting ICD Code Changes/ Additions

3.1.4 Clone ICD9 Preferences

1.

Type MGR (Manager’s Menu for encounter forms . . .) at the “Select New
encounter form Option:” prompt and press the Return key (Figure 3-13). The
Manger’s Menu will appear.
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2. Type CLON (Clone a set of ICD preferences) at the “Select Manager’s Menu for
encounter forms Option:” prompt and press the Return key.

3. Type the provider name that you’d like to copy the preferences from at the “Copy
preferences from:” prompt. Press the Return key.

4. Press the Return key or type YES at the “Are you sure? Yes//” prompt. Wait
while the request is processed. When the process is complete, a “DONE!”
message will appear on the screen. A cloned entry can then be edited.

ILC ENC FORM/HLTH SUMMARY V1.1l: New encounter form

LOCATION: SELLS HOSPITAL/CLINIC USER: SHORR, GREG
INS Installation Utilities
MGR Manager's Menu for encounter forms

PRNT Print Forms

Select New encounter form Option: MGR
PRNT Print Forms

MON Monitor Print Deamon

GO Start Print Deamon

STOP Stop the Print Deamon

ICD Import ICD Preferences from Excel
EXTR Extract Preferences from PCC Database
SYS Edit Orderables

QUE Monitor the Check-In Queue

CLON Clone a set of ICD preferences
DICD Delete a users ICD preferences
EDI Edit ICD Preferences

Select Manager's Menu for encounter forms Option: CLON
**x%*%*  USER PREFERENCE CLONER FOR DIAGNOSES  ***xx*

Copy preferences from: IHS,GENERIC PROVIDER

Copy preference to: QUICK, SHAWN

Are you sure? Yes// YES

One moment please....

DONE !

Figure 3-13: Clone a Set of ICD Preferences

3.1.5 Delete a User’s ICD9 Preferences

1. Type MGR (Manager’s Menu for encounter forms . . .) at the “Select New
encounter form Option:” prompt and press the Return key (Figure 3-14). The
Manger’s Menu will appear.

2. Type DICD (Delete a users ICD preferences) at the “Select Manager’s Menu for
encounter forms Option:” prompt. Press the Return key.
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3. Type the provider name that you’d like to delete the preferences from at the

“Delete preferences from:” prompt. Press the Return key.

4. Press the Return key or type YES at the “Are you sure? Yes//” prompt. Wait
while the request is processed. When the process is complete, a “DONE!”

message will appear on the screen.

ILC ENC FORM/HLTH SUMMARY V1.l: New encounter form

LOCATION: SELLS HOSPITAL/CLINIC USER:
INS Installation Utilities
MGR Manager's Menu for encounter forms

PRNT Print Forms
Select New encounter form Option: MGR

PRNT Print Forms

MON Monitor Print Deamon

GO Start Print Deamon

STOP Stop the Print Deamon

ICD Import ICD Preferences from Excel
EXTR Extract Preferences from PCC Database
SYS Edit Orderables

QUE Monitor the Check-In Queue

CLON Clone a set of ICD preferences
DICD Delete a users ICD preferences
EDI Edit ICD Preferences

Select Manager's Menu for encounter forms Option: DICD

*xxxx  DELETE A USERS ICD PREFERENCES

Delete preferences from: QUICK, SHAWN
Are you sure? Yes//

One moment please...

DONE !

SHORR, GREG

* Kk Kk kK

Figure 3-14: Deleting a User's ICD Preferences

3.2 CPT Preferences: Orderables

The previous section details how to generate a list of provider-specific ICD preferences
to customize the encounter form. This section explains how to generate a list of site-
specific preferences for orderables to use on the customized encounter form. Orderables
include exams, treatments, and supplies. The complete list of orderables can be found in
the FileMan file VEN EHP CPT CLASS. The only orderable class not associated with
CPT codes is patient education. For patient education topics, use RPMS internal codes.
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The process of generating and fine-tuning the lists of orderables is similar to the process
of generating lists of provider diagnostic (ICD) preferences with two important
exceptions.

e Do not mine the database to generate the list of orderable preferences. These
preferences are contained in the table VEN EHP ORDERABLES when the PCC+
package is installed.

e There are only four demographic categories for orderables: infants, children, adult
females, and adult males. There are eight demographic categories for diagnostic
preferences.

3.2.1 Generating a Standard Set of Orderables

The standard set of orderables is included in the file ven 0110.t2g. (It is not necessary to
extract historical data, as with the ICD preferences, to generate the list.) When the globals
in this file are restored, the file VEN EHP ORDERABLES will be populated. The
contents of this file determine what appears on the encounter form.

3.2.2 Fine Tuning the List of Orderables

The RPMS server-based tools for fine-tuning the list of orderables are virtually identical
to the tools for fine-tuning the list of preferred diagnoses (3.1.3).

—

Type MGR at the “Select New encounter form Option:” prompt (Figure 3-15).
2. Type SYS at the “Select Manager’s Menu for encounter forms Option:” prompt.
3. Type the encounter form name at the “Encounter form name:” prompt.

4. Type the section of the form to be worked on at the “Section of form:” prompt.

5. Type the name of the patient group to be worked on. From this point on you can
add, delete, edit, copy, and submit entries exactly as you did with the ICD
preferences.

6. Type the editing function to be performed at the “Your choice:
(A/E/D/C/S/N/Q):” prompt and press the Return key.
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INS Installation Utilities
MGR Manager's Menu for encounter forms
PRNT Print Forms

Select New encounter form Option: MGR

PRNT Print Forms

MON Monitor Print Deamon

GO Start Print Deamon

STOP Stop the Print Deamon

ICD Import ICD Preferences from Excel
EXTR Extract Preferences from PCC Database
SYS Edit Orderables

QUE Monitor the Check-In Queue

EDI Edit ICD Preferences

Select Manager's Menu for encounter forms Option: SYS
***xx%  UJSER PREFERENCE MANAGER  ****%*

Encounter form name: BBC MEDICAL
Section of form: ?°?

Choose from:
EXAMS
IMMUNIZATIONS
INJECTIONS
LAB TESTS
PATIENT EDUCATION
RADIOLOGY EXAMS
SUPPLIES
TREATMENTS

Section of form: EXAMS

Select one of the following:

1 Infants

2 Children

3 Adult Males

4 Adult Females

Patient group: 1
There is room for 10 entries on this form and you have selected 9 entries
BBC/EXAMS/INFANTS

1 DDST 96111
2 EKG 93005
3 Hearing V5008
4 LP 62270
5 PPD 86580
6 Rectal Exam 50605
7 Tympanometry 92567
8 Vision 99173
9 Well Baby Exam
Select from 'ADD', 'EDIT', 'DELETE', 'COPY', 'SUBMIT', 'NEXT LIST', 'QUIT'
Your choice: (A/E/D/C/S/N/Q):

Figure 3-15: Fine Tuning The List Of Orderables, Steps 1 — 6

7. Perform the necessary edits (Figure 3-16).
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8. Type Submit at the “Your choice: (A/E/D/C/S/N/Q):” prompt.

9. Select the sort option preferred (type A to alphabetize the list, type C to sort the
list by code, type S to save the list as is) at the ““Your Choice:” prompt and press

the Return key.
Select from 'ADD', 'EDIT', 'DELETE', 'COPY', 'SUBMIT', 'NEXT LIST', 'QUIT'
Your choice: (A/E/D/C/S/N/Q): ADD

You have room for 1 more entry

Insert new entry at what position? (1 - END of list): END// END of list
Name of entry: PDQ
CPT Code: 996111

DDST 96111
EKG 93005
Hearing V5008
LP 62270
PPD 86580
Rectal Exam 50605
Tympanometry 92567
Vision 99173
Well Baby Exam
0 PDQ 996111

H O o Jo Ul WN -

Want to add another entry? Yes// NO

Select from 'ADD', 'EDIT', 'DELETE', 'COPY', 'SUBMIT', 'NEXT LIST', 'QUIT'
Your choice: (A/E/D/C/S/N/Q) : SUBMIT

The following list will be saved: BBC/EXAMS/INFANTS

Are you sure everything is OK? Yes// YES

Select one of the following:

A ALPHABETIZE THE LIST AND SAVE
@ SORT BY CODE AND SAVE
S SAVE

Your choice: A

Figure 3-16: Fine Tuning The List Of Orderables, Steps 7 — 9

3.2.3 Number of Entries Allowed

The maximum possible number of preferences that can be included on the form is shown
in parentheses in the second column of Figure 50. This number is limited by the contents
of the header file ef header.txt. Customized forms may contain fewer entries. For each
category (lab, immunizations etc.), the actual number of preferences included on any
given from is stored in the encounter from file. For example, a Walk-in Medical Form may
only have 54 diagnostic preferences shown on the form, but the form designer could have
included up to 60 items.

Header Parameter Description
PRB Max Problems The maximum number of active problems and past purposes of visit
(20) allowed on this form
POV Max Diagnostic The maximum number of diagnostic purpose of visit preferences
Preferences (60) | allowed on this form (ICD codes)
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Header Parameter Description

EXA Max Diagnostic The maximum number of diagnostic exams allowed on this form.(CPT
Exams (20) codes)

IMM Max The maximum number of diagnostic exams allowed on this form.(CPT
Immunizations codes)
(10)

INJ Max Injectables | The maximum number of injectables allowed on this form.(CPT
(20) codes)

LAB Max Lab Tests The maximum number of lab test allowed on this form.(CPT codes)
(20)

EDU Max Patient The maximum number of patient education topics allowed on this
Education Topics | form.(CPT codes)
(20)

RAD Max Radiological | The maximum number of radiological exams allowed on this
Exams (25) form.(CPT codes)

SUP Max Supplies The maximum number of supplies allowed on this form.(CPT codes)
(15)

TRT Max Treatments | The maximum number of treatments allowed on this form.(CPT
(20) codes)

Figure 3-17: Orderables

3.2.4 Create Multiple Order Sets Via Cloning

An “order set” consists of a related group of orderables (immunizations, lab tests,
radiology exams, etc.). Each order set is composed of four demographic subsets: infants,
children, adult males, and adult females.

PCC+ Version 1.1 was only capable of utilizing a single order set covering the four
demographic groups. Version 1.2 is capable of utilizing multiple order sets, and each
individual order set can be associated with specified encounter form templates. For
example an order set can be created for the internal medicine template. This order set can
be different than the one associated with family medicine template. Many sites may not
have a real need for multiple order sets. If you site is one of these, stop now. Order sets
are a totally optional feature of PCC+.

To create a new order set, begin by cloning an existing set of orders. The very first time
you do this, the primary set of orders (the order set that is distributed with PCC+) will be
automatically initialized so that it can be cloned. From that point on, all encounter form
templates must be associated with a defined order set. During initialization, all existing
templates will be automatically associated with the primary order set. These associations
can be changed at a later time if you wish. Once a new set of orders is produced by
cloning, it can be edited in the usual to differentiate it from its parent. Experience has
shown that cloning/editing process is usually a better way to produce a new order than
starting with a blank slate.

If an order set is no longer needed, it can be deleted. If all order sets but one have been
deleted, PCC+ will automatically revert to its “pristine state” where no templates are
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linked to the primary order set. If at a later time, the order set is cloned, the links will be
re-established as described above.

The following figure show how the cloning process is completed. Begin at the PCC+
Managers Menu.

CLON Clone a set of ICD preferences

CORD Clone Orderable Set

DICD Delete a users ICD preferences

DORD Delete an Orderable Set

EDI Edit ICD Preferences

RES Reset and restart PCC+
Select Manager's Menu for encounter forms Option: CORD
No order sets have been created yet...
You must initialize the primary order set before it can be cloned.
Want to initialize the primary order set? Yes// (Yes)
Name of primary orderable set: INTERNAL MEDICINE CLINIC

Are you adding 'INTERNAL MEDICINE CLINIC' as
a new VEN EHP ORDERABLE SET (the 2ND)? Y (Yes)

OK, all current orderables will be associated with INTERNAL MEDICINE CLINIC
All existing templates will be linked to this order set as well
In the future, all new templates must be linked to an order set
Are you sure you want to go on? Yes// (Yes)
One moment please......cuoviiiieennenn.
Done!
Enter the name of the new Set of Orderables:
CLON Clone a set of ICD preferences
CORD Clone Orderable Set
DICD Delete a users ICD preferences
DORD Delete an Orderable Set
EDI Edit ICD Preferences
RES Reset and restart PCC+
Select Manager's Menu for encounter forms Option: DORD
Delete what order set: ??
Choose from:
GENERIC
INTERNAL MEDICINE CLINIC
Delete what order set: INTERNAL MEDICINE CLINIC
Are you sure you want to delete this orderable set? Yes// (Yes)
Orderable set deleted!
The following templates are no longer linked to an order set:
WARM SPRINGS MEDICAL
CROW TEST
TEST
BBH WALKIN CLINIC
Press any key to continue:

Figure 3-18: Creating Multiple Order Sets
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4.0 How to Generate Documents

4.1

This section is for the front desk clerk. It describes how to use the PCC+ check-in module
that generates all the new documents. A formal check-in process is required to generate
an encounter form, health summary, and Outguide. The module presents the clerk with a
short series of questions related to patient demographics, third party coverage, and form
generation. When the transaction is completed, a background job is initiated on the
RPMS Server that creates a visit (see note below) plus visit control number and initiates
the processes of data extraction and printing. The check in process is initiated by
selecting a menu item. This presents a simple dialogue wherein the clerk identifies the
patient, updates demographic and insurance information, identifies clinic and provider,
and specifies encounter form and health summary. The final step is to request an
outguide. You can monitor the check-in process remotely.

NOTE: All clinical information in the PCC is associated with a
specific “visit.” In most cases the visit is an outpatient or field
encounter by a provider. The check-in module creates a visit
“stub” that is used to integrate clinical and billing information.
Data entry of a diagnosis and provider causes the creation of an
official visit. The stub serves as a placeholder until the data entry is
complete. Each visit is assigned a visit control number (VCN) that
is used when recording billable services.

Selecting a Menu ltem

All check-in clerks should receive a key from the site manager to view the PCC+ check-
in menu.

ILC ENC FORM/HLTH SUMMARY V1.1l: Print Forms
LOCATION: SELLS HOSPITAL/CLINIC USER: SHARP, MARTIN

Print encounter form, health summary, Outguide

EF Print encounter form

HS Print health summary

oG Print OutGuide in Medical Records
DEMO Print Demo (for learning only)

Select Print Forms Option: ALL

Figure 4-1: PCC+ Printing Options

The first choice “ALL” is the one that is used 99% of the time. The next three choices are
for selecting specific documents without printing all three. These three choices are likely
to by used by doctors and nurses. Rarely, a document will fail to print properly. The
clerk can use these options to reprint the document without creating a new visit. The
final choice puts the system in “demo mode” in which a normal dialogue is presented to
the user, but no visit is created. If you learn to use the first option, you know how to use
the others because choices two through five are simply abbreviated versions of the first.
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4.2 Identifying the Patient

The first question in the check-in dialogue asks you to identify the patient. Enter the
name in the format LASTNAME,FIRSTNAME. Note that there is no space after the
comma. You can also enter a partial name, and you are presented with a short list of
choices. An alternate (and perhaps better) approach is to ask the patient for his/her date of
birth and enter this value. A short list of names is returned. Select the one you want. If
you know the patient’s chart number or SSN, these can be entered as well. If you use the
SNN, enter it as an integer with no spaces. The date of birth can be in any common date
format.

Select Print Forms Option: ALL Print encounter form, health summary,
Outguide
Welcome to the PATIENT CHECK-IN MODULE....

Patient: WATERMAN, RAE F 11-10-60 000120001 SE 100003
OR
Patient: WATERMAN, R
OR
Patient: 11/10/60
OR
Patient: 100003
OR
Patient: 000120001

Figure 4-2: Alternate Methods of Selecting a Patient

After identifying the patient, you may be asked if you want to update demographic and
insurance information. Some sites elect not to enable this function. If you are using a
demo patient, this question is skipped.

Update demographics/insurance info? Yes// YES
Patient: WATERMAN, RAE

SSN: 000120001

HOME PHONE: 602-555-0001

OFFICE PHONE:

Address: 777 N. 33RD ST.
DOUGLAS, ARIZONA 88776
SSN, Phone or Address Change? N//

— Answer Yes to edit values
Private Ins.:
BLUE CROSS
(Policy Holder: ) MAY 27, 1990 to

Any 3rd Party Rescource Changes? N//

Employer: Status: FULL-TIME
Any Changes in Employment? N//

Figure 4-3: Editing Patient Demographics, Insurance, and Employment Information

As you can see, it is possible to edit three sections: demographics, private insurance and
employment. If you want to change any values, type YES.
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4.3 Specifying Clinic and Provider

By specifying the clinic and provider, you determine where the forms are to be printed
and how they are to be customized by provider preferences. When in doubt, type a ?? to
see the possible choices. Provider names must be entered in the format:
LASTNAME,FIRSTNAME.

Clinic: // 22

Choose from:
PEDIATRICS
CHART REVIEW
WALK IN
TELEPHONE ENCOUNTER

Clinic: WALK IN//
Provider for this visit: SHORR,GREG//

Figure 4-4: Select Clinic and Provider

Some sites allow telephone and chart review encounters as shown above. These may be
associated with special encounter forms. A visit is created regardless of what type of
clinic is selected, but no bill is generated if either CHART REVIEW or TELEPHONE
ENCOUNTER is selected.

4.4 Specify Encounter Form Type And Health Summary Type

Type ?? to view your local list of encounter forms. If the clinic you selected has a default
form, it is printed before the //. The choices for health summaries come from the standard
PCC distribution. The most commonly used summaries are ADULT REGULAR and
PEDIATRIC.

Encounter form: MEDICAL// ?°?

Choose from:
DENTAL
MEDICAL
OPTICAL
PODIATRY

Encounter form: MEDICAL// MEDICAL
Health summary type: ADULT REGULAR// PEDIATRIC
Print outguide/Pull chart? Yes// YES

Figure 4-5: Select Encounter Form And Health Summary—Request an Outguide

4.5 Request an Outguide

At some sites there will be one final question: “Print outguide / Pull chart?” If you type
YES, an outguide prints in the Medical Records Department alerting the record clerk to
pull the chart.
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4.6

4.7

Print the Document

At this point, the check-in transaction has been completed and you are prompted to enter
another patient. Meanwhile, the requested forms start printing at one or more locations at
your facility. This happens automatically. No user intervention is required. All you need
to do is complete the check-in process for a patient and PCC+ does the rest. In some
settings, all three documents (encounter form, health summary, and outguide) are printed
in medical records. At others, the encounter form and health summary print in the
destination clinic. Typically, the document starts printing 1-2 minutes after the check-in
transaction is completed. However, at sites with older, overloaded RPMS servers, there
could be as much as a 10-minute printing delay during peak hours. If this is the case, all
applications (e.g., pharmacy and data entry), not just PCC+, are probably running slowly.

If the system encounters a problem; e.g., the printer is out of paper, an error message
appears on your screen. Notify the site manager immediately if you see an error message.
If you fail to notify the site manager, the entire process will stop. What should you do if a
document gets lost or damaged? Just repeat the check in process. A second visit is not
created if the patient checks in within six hours of the previous visit to that same clinic.

Monitor the Check-in Process

A simple menu option enables you to remotely monitor the check-in process at all of your
clinics. Specifically, this option does the following:

e For each clinic at your facility, it displays a list of patients who have checked in
during the past 6 hours.

e [t enables you to remove patients from the list as they are processed by the system
of care.

e It shows elapsed waiting times for each patient and the average waiting time for
all patients currently on each list.

A permanent record of all patients who checked-in is stored in a PCC+ file. This record
could potentially replace the traditional “sign in” sheet found in most clinics.

In a typical scenario, you could have a check-in list displayed on a monitor at the nursing
station of walk-in clinic. As patients check in at the front desk, their names are displayed
on the monitor along this the waiting time. When a patient arrives at the clinic, the nurse
removes the name from the list and prepares the patient to see the provider.

From the Managers Menu, select QUE.
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PRNT Print Forms

MON Monitor Print Deamon

GO Start Print Deamon

STOP Stop the Print Deamon

ICD Import ICD Preferences from Excel

EXTR Extract Preferences from PCC Database

SYS Edit Orderables

QUE Monitor the Check-In Queue

EDI Edit ICD Preferences
Select Manager's Menu for encounter forms Option: QUE
Clinic: MEDICAL
Medical patients. Average waiting time 3 min =>

1) WATERMAN, RAE (100003) 5m

2) WHEELWRIGHT, MANDY (100006) 4m

3) MILLER, SALLY (100010) 2m

4) JONES,JODY (100014) 1m

Select a patient (1-4) :1

Figure 4-6: Monitor the Check-in Process

Next a list of names appears as shown above. Next to each name is the elapsed time since
check in. The list is numerically ordered with the “oldest” fist first and so on. The
average waiting time for everyone on the list is shown at the top of the screen. All entries
over six hours old are automatically dropped from the list. The list and waiting times are
refreshed every sixty seconds or whenever the user presses the <Enter> key. If there are
more than twenty names on the list, press the <Enter> key to see the remaining entries.
You can repeatedly press the enter key until you cycle through the entire list to the
beginning. Press the caret key (*) to exit the session. If there is no keyboard activity for
one hour, the session automatically closes.

You can remove a name from the list. Just type the number of the patient you want to
delete and press <Enter>. The list is refreshed/reordered without that name, and the total
elapsed time for the deleted patient is computed and stored in the QUEUE file.
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5.0 How To Use The Encounter Form

This section explains how to fill out the encounter form and use it to its maximum
advantage. Because each site uses different forms, this section presents a list of general
guidelines rather than a set of specific instructions. The Walk-In Clinic Form is used for
demonstration purposes in this section (distributed with the package: wic_template.doc.).
Most sites use the components of this document as the building blocks for their own set
of forms.

5.1 Background
The Walk-in Clinic Form is a three page, one part (i.e., no copies) form that incorporates
elements of the original PCC Encounter form, the Indian Health Service health summary
and the Superbill.
NOTE: Some encounter forms may only be one page in length;
e.g., the telephone encounter form. For purposes of demonstration,
we will use a two page ambulatory form designed for a walk in
clinic.
The design principles that follow guided the development of the new encounter form:

e Integrate clinical and billing functions into one form.

e Customize the form based on the characteristics of clinics, users, and patients.

e C(Create a tool to improve user productivity.

e Support current workflow patterns: registration, visit planning, nurse check-in,
clinical care, lab tests, pharmacy, appointments, referrals, data entry / coding,
billing (including co-pay), and check out.

e (Generate the form in real time on a laser printer to avoid the costs of commercial
printing and maintaining an inventory of forms.

e Produce a single part form and thereby eliminate the cost of NCR (carbon-less)
copies and the need for a dot matrix, impact printer.

NOTE: In most cases, updating clinic processes/workflow will
eliminate the need for copies. In cases where copies are required,
scan, fax or digital copier technology can be utilized.

e Print identifying data directly on the form eliminating the need for entering
identifiers by hand or with Addressograph® cards.

e Take maximum advantage of Windows and Word printing capabilities.
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The resulting document is a customized form that draws the following elements from the
database:

e Patient identifiers: Name, DOB, age, sex, chart number, tribe, SSN,
community.

e Visit identifiers: Facility, clinic, scheduled provider, visit ID, timestamp.
¢ Clinical information: Active problems, birth history, current medications.
e User preferences: Diagnoses and associated ICD codes.

e Site preferences: Treatments, procedures, exams, patient education
topics.

Patient identifiers and visit information is updated and/or collected during the check-in
process. Clinical information is collected during each visit via the encounter form and
stored in the PCC clinical database. The site manager enters user and site preferences as
part of the initial user registration process (Section 3.0).

5.2 Overview

The following diagrams provide a general map of the Walk-in Clinic form. The first page
is used to record nurse check-in data as well as the subjective, objective, and assessment
parts of the SOAP note. The second page is used to record the plan. An optional third
page is the patient hand out. This page is used to record instructions and to write a work /
school excuse if necessary. All three pages contain patient identifier information. See
appendix A (Section 6.0) to view a full size copy of the sample form.
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Figure 5-1: Page 1: Check-in, Subjective, Objective, Assessment
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Figure 5-3: Page 3: Patient handout

In addition to being the primary clinical documentation tool, the encounter form is a
communication medium between the clinical staff and the data entry clerks and coders.
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5.3

5.3.1

This document presents a generic approach to data entry, but each site is free to develop
their own local conventions.

Data Entry

Before beginning data entry, confirm that the correct encounter form is being used.
Patient identifiers are clearly printed at the bottom of the form. Write legibly using a
black ballpoint pen. Black ink is best for scanning and photocopying. Use only those
abbreviations that are agreed upon at your facility. If your handwriting is typically
illegible, print the diagnoses (the most critical part of the record) to reduce the chance of
data entry error and maximize productivity. If the clerk cannot read the information, the
form will be sent back to the provider for clarification, wasting valuable time.

Minimum data set

If any of the following data elements are absent, information will not be entered into the
database, and the form will be returned to the primary provider for completion.

e Primary provider signature
e Primary provider code (only applies to non-physicians)
e Purpose of visit

All three of these elements must appear on the encounter form.

5.3.2 Excluded data

Virtually everything entered on the encounter form is entered into the database with one
important exception — raw subjective and objective notes (see diagram above) are not
entered. Raw, uncoded narrative is expensive to enter and is of relatively little value
except in paperless systems. This is not a paperless system. The PCC is an adjunct to the
hard copy record. As a consequence, the legibility of the subjective / objective note is not
an issue for data entry. However it remains an important issue for staff communication
and for medico-legal reasons.

5.3.3 Additional space

After the initial break-in period, typical users find that they can fit their entire progress
notes on the form at least 90% of the time. If additional space is required, continue
writing on the back of the form.

5.3.4 Caveats

The PCC electronic patient record is not the legal medical record. The computerized data
is not intended as a replacement for the chart, but merely an adjunct to the official record.
Its purpose is to generate the health summary and manage reports. The patient’s hard
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copy, written record is still the legal medical chart. On the other hand, the new encounter
form is designed to structure the provider’s written narrative and coded data in order to
assist the data entry staff. The form itself, like traditional progress notes, becomes part of
the legal medical record.

As soon as the encounter form is printed, it contains confidential medical information.
Therefore, this form should be treated with the same confidentiality as the patient’s chart.

The data entry process occurs in four stages.

Visit planning
Nurse check-in
Provider’s documentation

b=

Closing out the visit

Each stage is associated with a different area of the form. These are discussed in detail in
the following sections.

5.4 Visit Planning
Visit planning (VP), sometimes called “industrial strength triage” or “ambulatory case
management” is an effective, concurrent quality control process that has been adopted at
many outpatient clinics. The primary objective of visit planning is to optimally prepare
the patient for the visit and thereby improve patient flow and the quality of care. Visit
planning was developed as an extension of the nurse check-in process. It encompasses the
following elements:

¢ Record validation: Ensure that all identifiers on all documents match.

o [Initials and start/end time: Initial the form and write the start time.

e Record review: Identify unmet health needs and “open loops” (e.g., find patients
who are lost to follow-up). Review and clean up the problem and medication
lists, review recent visits (both inpatient and outpatient) and associated diagnoses
and plans. Most information required for visit planning is available in the health
summary. The record review begins with the summary and, time permitting,
moves to the patient’s chart. The goal is to check recent visit plans and confirm
clinical details.

e Patient interview: Identify the chief complaint, current acuity, recent visits
outside of the system, chronic disease status and OB / birth information.

e Orders and Plans (whenever possible, enter orders to be completed before the
patient sees the provider -- this converts waiting time into service time): vital
signs, measurements, immunizations, patient setup, special forms, tests, and
health maintenance activities.
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e Suggested activities for the provider beyond management of the chief complaint
(determined by the current workload, unmet health needs, and the patient’s
wishes).

The new encounter form is specifically designed to support the visit planning process.

5.4.1 Record Validation: Match Patient, Encounter Form, And Chart

Check the demographic identifiers at the bottom of the encounter form and health
summary. The first line contains patient information and the bottom line contains visit
information. Make sure that these match perfectly with both the patient and the chart. If a
mismatch is not detected, an enormous amount of time will be wasted untangling the
resulting mess. The Visit Planner is the person responsible for preventing this problem.

MANDY WHEELWRIGHT 100006 B1 ylo fermale DOB: FEB B,1919

DEC 1.2000@01:30  Thbe: TOHOMO O'ODHAR MATION OF ARIZ0OMA, IHS Elgibility : ELIGIBILITY LIREMOWUM
SSN: 000 H 0002 Cormmunity: SELLS WCH: 1000061104

3% Party: Mo record of Ird party eligibil ty

Figure 5-4: Match Patient, Encounter Form, and Chart

5.4.2 Initials and Start/End Time

Each user has a unique, three or four character, identifying code — typically the users
initials or an ID number. These must be entered along with the discipline code just as
they are on the old PCC form. The ID code is required to insure that the visit planner gets
credit for his/her work. An optional time block can be inserted on the form to help system
managers track patient flow.

Dizipkne Fifals
nj|1 AR |"

et Time And

_z. 30@

Figure 5-5: Initials and Start / End Time

5.4.3 Record Review

This process should take no more than two to three minutes; do as much as possible in
the allotted time. Start with the problem list and the last visit (i.e., the last encounter form
in the chart). Then, as time permits, go on to recent visits, hospitalizations,
measurements, and health maintenance needs. It is generally recommended that you
review the record prior to interviewing the patient; e.g., if the patient has an appointment,
review the record on the day before the scheduled visit.

User’s Guide 5-7 Building an Encounter Form
June 2002



PCC+ Encounter Form and Health Summary Form (VEN) V1.2

Clean Up the Problem List

The patient’s complete problem list is displayed in the health summary. It includes active
problems, inactive problems, and associated notes. An abbreviated version of the problem
list, active problems only, is printed on the encounter form.

One of the most important visit planning functions is to identify diagnoses that are not on
the problem list and add them to the problem list. There are three likely sources of these
missing problems:

e Recent outpatient visits
e Recent hospital admissions
e Recent referrals

Information about recent encounters and referrals can be found in the health summary
and the chart. The visit planner should check diagnoses in these three areas and, if
necessary, add an established diagnosis to the problem list.

If there is space available, an abbreviated list of purposes of visit (POVs) also appears on
the encounter form below the active problem list. (Figure 5-6).

AR acthe Probieme = Reossd PO
[wrias SLERGICTO PEN W T
5900 (1]
[1X] Chr
A |hA - Arctive problems
[T PREGHANCY EOL 12140
500 CEAPAL TUNNEL STHDAOH
X CBESITY
25000 TYPE NDISHETES
T | ASTIGUATISH, MIZE0 O -
K] HH T
250.50 CHANCED MARASTIVE
5] (1]
Vb1 DH MED REFILL
Ttz |ELEVATED OIASTOLC PR | “={ Recent visits
495.3 SLERCIC RXNTOOITES
EE FBOCHEI AL FAIN, UN FND
57460 | FROBEBLE CHOLELTHAS
ESCNT] CROCELITRTANAS CHOLES |
ol TNOUND C AR E =

Figure 5-6: Clean Up The Problem List

The list of POVs is non-redundant; that is, it contains no codes from the active problem
list and has no repeated codes from the POV list. Therefore, it is not useful for
monitoring patterns of care (use the health summary for this purpose). However it is
useful for updating the problem list (Figure 5-7).

e Write A4 in the left column next to the POV to add an active problem.

e Write 1 to add an inactive problem.
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e Write 7 in the left column next to the active problem code to make an active
problem inactive.

e Write R to remove an active problem.

AIR  Actwe Probems —-- Recent POvE
Wid0 | ALLEAGICTO PEM WK

5300 UTI
20 CHF
Rk (e

22 PREGNANCY EQOC 121468
aadn CAAPALTUNMEL S%HOROM
2780 QOBESITY

250,00 TYPE Il DISBETES

tifrite A, R, and |to change /___,‘7 R GRT.20 SSTIGMATISM, MIXED O
*k
A

problem status T
dit 4 HTH

280490 ASTHMA
I [T [l&RRHEA

Figure 5-7: Manually Cleaning Up the Problem List

Check Past Measurements

Check the measurements section of the health summary for abnormal results and patterns
(for example, unexplained weight change). Unrecognized abnormalities should be
reported to the provider as part of the visit plan (Figure 5-8).

Check Health Maintenance Needs

Review the health maintenance section of the health summary to find overdue tests and
procedures. Beware of false positives. Many patients may receive health maintenance
services at outside facilities, and these may not be documented in you local record
system.

The health summary contains records of past health maintenance results and forecasts of
due dates for pending events. The encounter form only contains the past history. No
forecasts are printed in the current version (Figure 5-8).

HEALTH MAINTEHAHCEREMIND ERS Lesst PAP: 05120085 (1)

Last HEXT Lest GLUCOSE: 11724089 (112)
VIEIGHT NEMGE0 D5msm1 Last PPD: Unimown
PAR SMEAR 02,269 DUE HOW{WAS DUE0L26M0) Lezst BARIACE D04J00 - M
PELYVIC ESLAN 0411085 DUE HOW | WAS DUEO4A1ET) Last PELWIC: (4 - NI
EREAS Lest BREAST ExXal: 0155040 - Abnl
o e Dbt diamany A DUEONILE Lest RECTAL EXAN: 0153190 - KI
HCTHGE DEAT%0 fﬂﬁlﬂ.’l’.@l Last PNEURCVAX Unkromn
T Lesst FLU: Unkrcwir

;"{ Last TD: Lnknown
The heatth summary shauis LastHEP-8: Unimown

forecasts but the new encourter|
form cdoes not

Figure 5-8: Checking Health Maintenance Needs
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Review Recent Visits

The Recent Visits and Hospitalizations sections of the health summary provide important
information about patterns of care and follow-up continuity. These sections are also a
good source of diagnoses that may need to be added to the problem list. Space permitting,
an abbreviated list of recent visits is displayed below the abbreviated problem list.
Problems and visits are separated by a dashed line.

Identify Scheduled Tests and Exams

Look at the encounter form from the last visit. Determine if any tests or special exams
were ordered for this visit. If any tests / exams were completed during the interim, make
sure they are on the chart.

5.4 4 Interview The Patient

After reviewing the record, the next visit planning step is to interview the patient. Ask
about the chief complaint, allergies, family planning or birth information (if appropriate)
and recent health services outside of the local system of care.

Chief Complaint
The interview begins by recording one or more chief complaints on the first line of the
visit planning section (Figure 5-9).

TFSF

| | Chief Complaind {?Wf?é; m m.- 5&5“:@
FHissed ladt diabetes appodutment. . .

Figure 5-9: Chief Complaint

Allergies

If the patient has any allergies, they are listed on the health summary. Allergies are also
shown on the encounter form. If the patent has new allergies record them in the box
below the old ones.

Allergies
01O Pen WE causes hives

1202401 Motrin caused 5T bleed

Figure 5-10: Allergies

Reproductive Factors

If the patient is a female between the ages of 12 and 60, the reproductive factors line is
printed at the bottom of the visit planning section. It includes space to record LMP, birth
history, and current contraception. Add / edit information as shown in Figure 5-11.
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12[15/98 EE lc3  sA#E TAD iy S ’}-’chfﬂ_

LmP FP Method

Figure 5-11: Reproductive Factors

Birth Information

If the patient is a child age five or less, the birth history line is printed at the bottom of the
visit planning section. This includes birth location, gestational age, one and five minute
Apgar scores, birth weight, type of delivery, and complications. Add/edit information as
shown in Figure 5-13.

_ocation
Figure 5-12: Birth Information

estern Hosplmll BW?-E A?Iiﬂ Gﬁi-ﬂ Delivery NSVD Mone

Conplizalions

[ 1 M

Update Test Results and Health Maintenance Activities

Occasionally, tests, treatments, and procedures are done outside of the local system.
Record this information without making it appear like the tests were done on this visit. If
the patient received services elsewhere, update the immunizations section shown on the
second page of the form, including the date, location, and series number. There is not a
lot of space, so it may be necessary to overlap adjacent lines. The key is to write legibly
so that the coders can read it.

IMMUNIZATIONS

Flu 1124400 Coe Clini a0724
Hep & Adult aE632
Hep B Adult B0745
FPD 6680
Pneumowvax 0732
Td Adult go718

Figure 5-13: Update Test Results And Health Maintenance Activities

Medications
If the patient has had recent visits to outside health care facilities, update the medication
list if necessary.

Write a D (for Documentation only) in the Refill column and write the prescription
information in the Current Rx section of the encounter form. This tells the coders and
pharmacists that this record is not a new prescription but rather updated documentation of
an outside prescription.

Current Medications (12 most recent) and New Prescriptions
1% Hydrocortisone Cream Rx'd at Cox Clinic 01/02/01

Figure 5-14: Medications
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Diagnoses
A convention similar to the one used for medications can be employed to enter outside
diagnoses that are not actually managed on this visit (Figure 5-15).

| U | L 1 | UL | mMEUF |

|
alrcl#D | Purpose of Visit

D Shix 1adh, Cov Pliuic, 10/£6]99

Figure 5-15: Diagnosis

Shortcut. 1f the diagnosis that needs to be added is included in the ICD Pick List section
of the encounter form, write a D in the column next to the appropriate diagnosis.

Enter the date of the test in the left column of the Visit Plan Orders section. Then enter
the location in the right column. Do not circle the item because this implies that you are
ordering it today (see next section). An alternative approach is to create a separate box
specifically for recording outside services. The box shown below does not appear on the
sample form, but feel free to add it (Figure 5-16).

Seew at Fov Pliie T8 for back frade ..

Outzide visit zince last RSBIH| encourter: Date, Location, Dwagnoziz
Figure 5-16: Diagnosis Shortcut

Skin Test Results
Record a skin test reading as shown in Figure 5-17. Be sure to initial and date it.

Prneumovay

G PPD Snene [10] 26159

Figure 5-17: Skin Test Results

5.4.5 Orders and Plans for the Visit

The last step is to enter the visit plan itself on the form. On the traditional PCC form, the
orderables are in the right hand column. On the new encounter form, the orderables and
associated CPT codes take up most of the second page. The orderables are patient-
specific (e.g., you will not find childhood immunizations on an adult’s form and you will
not find PAP smears on a male’s form.). The items for any given demographic group are
determined by local preferences.

Typical Convention

The visit planner records an order by circling the orderable. The person that actually
carries out the order checks it in the left column and initials it to the right of the item
(Figure 5-18).
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Patient Freparahon

%

<>

Soak
Senhb

B

Consen GIS

Figure 5-18: Enter Orders And Plans For The Visit

The Patient Prep box shown above is optional and is not shown on the sample form. You
may add it to your form so that the visit planner can alert downstream personnel about

patient preparation needs.

The second page lists the following orderables: patient education, injections, lab test,
radiology exams, treatments, diagnostic exams, immunizations and supplies (Figure

5-19). If the orderable is not present on any list, write in the item on a blank line or in the
section marked “Additional exams, procedures, treatments and tests” (Figure 5-20). A
few examples are shown below.

Breast Exam 3
EHG Ea00s
Heariri) WEIOE
PAP Bmear |2008 1
:FID. . iy INJECTION CPT
slvic Exam Allergy sheat 2 251
.:h!':il':'E' exam l.'.!lpll:\ﬂ:yzﬂlln 20 T2
LD E] A
Stool Deoult Bid n:::uzll:::l"i : ﬁ
Mlsion | HKetorolao abTa2 |
| FAeperadine X BUPPLIES QY CPT
| HMethotrexate AC plint L3& 70
. _E:muthuine Bce Wrmap ALED
| i Ale, Sumbs A4245
| Terhsdaling Cana [SE]
| [Cast Boot L3260
Crutches ED112
Gaze AST
Hnae Brase L1830
Nebuwlizer supp EDE0
02 EDd31

Figure 5-19: Orderables

Additional Exams, Treatments, Procedures, Tests

Ultrasound L kidney - pain and bleeding

Figure 5-20: Plans for Visit
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Note for the Provider

Information found during the visiting planning process that must be passed on to the
provider should be included in the chief complaint section (Figure 5-21).

Digtipline Iriilials

CROW - WALK IN (23}
| Provider: GREG SHORR

Chief Complaint & Visit Plan

1) Cold symptoms X 3 days. 2) Missed last 2
diabetes clinic appointments

Figure 5-21: Notes for Provider

5.5 Nurse Check-in

After visit planning, the check in nurse takes vital signs, fills out lab slips and put the

patient in an exam room.

5.5.1 Enter Vital Signs

Enter vital signs and measurements in the usual way. The sample form uses a horizontal
format rather than clustering the vital signs in the upper left corner (Figure 5-22).

e Pulze  [Remp  [BF Meight THeight [Pk Flow
9?6‘ 72 | 22 |110r60] 1456

U Gat

Glucose

3820 " 0/28

Figure 5-22: Vital Signs

5.5.2 Carry Out Orders

Review the second page of items ordered by the visit planner. Remember, the visit
planner circles an item and the check in nurse checks it off and initials it when the order

is completed.
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5.6

5.6.1

SUPPLIES

L3670
24460
B4245
Cane ED100
Cast Boot L3260
Crutches E0112
Gauze X
Knee Brace
___MNebulizersupp  ~
o2 wabs 84245
Cane E0100
Cast Boot L3260
Crufches E0112
Gauze A2
Knee Brace L1830
....... Nebulizersupp | | E0601
02 Ed431

Figure 5-23: Carry Out Orders

Documentation

The purpose of this section is to teach the provider how to fill out the SOAP note while
taking maximum advantage of the encounter form technology. The provider should view
the encounter form as a combination superbill and structured progress note. The note is
structured rather than free form to help the data entry clerks perform more efficiently.

Validate the Record

Before beginning to fill out the encounter form, make sure that the encounter form, health
summary, chart, and patient all match. Check the identifiers on the bottom of all
encounter form pages to make sure that they correspond to the chart and health summary.

5.6.2 Review Information for Critical ltems

When two health professionals assess a patient’s overall health needs, it is more likely
that critical items are identified. This approach to visit planning has been shown to
improve the quality of care in a variety of settings. Elements of the visit plan are found in
the following sections: chief complaint, family planning/birth info, allergies, diagnoses,
medications, and orderables.

5.6.3 Use the History and Physical Box

The history and physical exam box has the potential to improve the documentation
required to justify E & M code assigned to the visit. It also can reduce overall
documentation time and increase third party reimbursement. The H&P box shown on the
sample form was developed by Presbyterian Health Services, the largest health care
provider in New Mexico, for use in their ambulatory care centers. The box contains two
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sections: a review of systems (patient history) and physical findings. The following
documentation conventions apply when using the box (Figure 5-24).

e If the item is normal, place a check i by it.

e If it is abnormal, place an X by it. All abnormal finding must be described in the
soap note.

e Numeric codes can be substituted for item names.

History Physical exam \
X v ki .
__J Endoctine |5, Fundj NECK __22 Femoral bruit
_ K Heme | 6 Copertest __14 Supple __ 23 Pedal pulse

_MGu __15 Thyroid __24Edema

__N SkinMails Extearinose _ 16Masses RESP

__ 0 Other " 3 Hearing HEART Civ __25Effort

1 Vital Signsy” ped TMs.Canals 17 Auscultation 26 Lungs

|| 2 General __10Masal mueosa _ 18 Palpation ABD
G Mus/Shel EYES __11 Mouth _19PMI __27 Palpation
|_H Heuro ConjlLids 2 Pharynx __20 Carotidbruit 28 Liver!fSpleen
|_IPsych PERLA __13 Sinuses __21 Abd bruit __29Hemia

W if Mormal X or Cirele if Abnormal and vrite comment  Blank or no mark means Mot Checked

B: Eyes red and itchy X 2 days
3: Conj. injected + yellow exudate

Figure 5-24: History and Physical Box

5.6.4 Enter Purposes of Visit, Diagnoses and Problems

Past experience indicates that 90% of the time, the presenting problems and their
associated codes are present on the encounter form. These diagnoses are listed in two
adjacent components: the Active Problem/Recent POV list on the left and the Provider
Preferences list on the right. Proper use of these lists speed up the documentation process,
improve legibility, and reduce coding errors.

A purpose of visit (POV) is a reason for coming to the clinic. Valid reasons include
vague symptoms, defined diseases, follow-up activities, tests, medication refills, and
other services.

A diagnosis is a clinical assessment made by a health care professional that can be
associated with a specific ICD9 code. Examples include headache, hypertension, prenatal
care, etc. Many diagnoses (or POVs) may be documented on a single visit and the same
diagnosis (or POV) can be entered on repeated visits.

A problem is a construct first defined by Dr. Larry Weed in the 1960s. Dr. Weed, for
purposes of documentation, viewed each patient as a collection of clinical and social
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problems. Problems were categorized as “active” - currently needing attention, (e.g.,
hypertension); “inactive” - not currently needing attention yet still clinically significant,
(e.g., pregnancy, delivered); and “resolved” (e.g., a healed ankle fracture).

Active and inactive problems are displayed the health summary or on a list which is
placed as the first page in the chart. Dr. Weed reasoned that viewing the problem list
would be the quickest way to get a comprehensive view of the patient. Apparently, many
influential people agreed with him because the problem list is now a required component
of every medical record.

Dr. Weed developed a set of guidelines for problem documentation and problem list
maintenance. These are reviewed below because the encounter form and computer
database were designed to conform to these guidelines.

Definition of a Problem: A problem can be any clinically relevant assessment (e.g.,
essential hypertension, abusive home environment, refractive error, gingivitis, schizoid
personality, RUQ abdominal pain, no transportation available, etc.).

e Each problem is assigned a unique ID number that never changes. In the ILC
health summary, the problem number is not a “pure” integer. It is a concatenation
of the local two-character site code followed by an accession number. For
example if the local site is the Mayo Clinic, the first problem would be MCO001,
the second MC002, etc.

e The problem narrative can change as the underlying condition evolves (e.g., RUQ
abdominal pain changes to acute cholecystitis and then further changes to
cholecystectomy. In this case, the problem number remains the same, but the
associated problem narrative changes over time).

e A problem must reflect the current state of clinical certainty. Modifiers that reflect
uncertainty such as possible, questionable, and probable are not allowed (e.g.,
“RUQ pain” is a perfectly valid problem narrative, but “Probable cholecystitis” is
not valid). The best clinicians are the ones who allow themselves to co-exist with
ambiguity and keep an open mind (e.g., the narrative “abdominal pain” and its
wide spectrum of possibilities is better than the narrowly focused narrative
“probable cholecystitis”).

e Problems must be assessments, not plans (e.g., “Rule out cholecystits” is a plan,
not a problem). Therefore expressions like R/O and “rule out...” are not allowed
in a problem list.

e Once a problem is placed on the list, it remains there forever unless it is resolved
and is no longer of clinical significance. Problems must be explicitly removed by
a clinician. They never expire automatically.

e Even if the same diagnosis is made on repeated visits, it only appears in the
problem list once. No redundancy is allowed in the problem list.
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e No minor acute illnesses, routine services, or health maintenance activities should
appear as problems (e.g., “URL” “heat rash,” “PAP smear,” “med refill,” etc.
should not be written in the problem list)

e If a problem is a chronic disease, include the date of onset in the problem
narrative (e.g., “Diabetes Mellitus, Type II. Onset 4/18/93”).

Entering the Purposes of Visit: The preferred convention for documenting POVs is
simple (Figure 5-25).

e To document the primary POV, circle the narrative and write 1 next to it.
e To document any secondary POV, circle it and write 2 next to it.
Write D in the left column, to signify that the patient had that diagnosis established

elsewhere. “D” stands for “documentation only.” It is a way to get clinical information in
the record without contaminating the billing process.

250.00 €QELY ~ 90720 € Abd paind 1

401.9 YHIN = 11715 | Administ rative reguest

:::: g::;lgﬁ:gﬂ_ﬁ;ﬂ 1052 | Anticoagulation clinic
: BB04 | Amxiet

#13.9  |UNSTABLE ANGINA D A

Figure 5-25: Entering the Purpose of Visit

Write problems that do not appear on the form in the POV entry box near the bottom of
the page. This box is similar to the one on the traditional PCC form. The only exception
is that if any other problems are written in, the number indicating primary or secondary
purpose of visit must be written next to the handwritten POV (Figure 5-26).

AlRCED | T Purpose of Visit
ey penleadion -

Figure 5-26: Entering the Purpose of Visit

Manipulating the Problem List
e In the Active Problem section, write R in the left column to tell the data entry
clerk to remove that problem.

e In the Recent POV and User Preferences sections, write A to tell the clerk to add
this diagnosis to the active problem list.

e In any section, write | to designate a problem, POV or diagnosis as inactive.

To add a problem that does not appear on the list, write in your entry in the usual way in
the POV narrative section.
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AR Active Problems and Recent POYs A
| 250,00 | DA 80720 Abd pain
4018 |HTN 11715 | Administrative request
|| V679 |FIURDISTAL FIB | [1062  |Anticoagulation clinic

7808 [VITAL SIGNS ONLY

|4293 | CARDIOMEGALY B804 | Anxiety
POVE | (2125 Asthma

E A13.9 UNSTABLE ANGINA A 2587 Atrial fibrillation
Figure 5-27: Manipulating the Problem List

e To change the narrative of an active problem, write X next to it. Then, in the
space below, write another X in the left column followed by the new narrative.
The Xs link the two sections and provide a simple path for the data entry clerk to
follow.

e Ifasecond change is required, use the letter Y and so on.

AR Active Problems and Recent POVs
25000 |DM

401.% |HTN

VETS |FIURDISTAL FIB
7809 [VITAL SIGNS ONLY
4293 |CARDIOMEGALY v

Figure 5-28: Manipulating the Problem List

Appending Notes to Problems
e Use the “X” technique described above to append notes to problems.

e To remove a note, find the note number on the health summary. Then write a
message to the data entry clerk to remove the note (Figure 5-29).

AR Agtive Problems and Recent POV

eyl Pumgseefti |

Hites Fat pRobdem:

HoTas £ pro D

Figure 5-29: Appending Notes to Problems

5.6.5 Enter Medications

The medication list on the encounter form can be configured to display all medications or
just the chronic medications.
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e To order a refill, the provider signs his/her name next to the prescription and
writes the date.

e To edit a refill (i.e., change the quantity dispensed) cross through the old value
and write a new one. Initial the change.

New prescriptions can be entered in the space below the old ones.

Caurrent Hedications (12 mostre cenh and New Presoipions
N Moinn AN #1200 1.0

180 GI S
Pen VK 250 mq #40 T1 QID x 10 d

Figure 5-30: Entering Medications

5.6.6 Enter Orders

5.7

5.7.1

The new encounter form is designed to improve order communication and charge capture
for services rendered. It accomplishes this by extending and customizing the list of
orderables on the old PCC encounter form. Take particular notice of the added boxes for
patient education, supplies, and imaging.

e To enter an order, just circle it. When nursing personnel carry out the order, they
check and initial it.

Items that are not included in any of the orderables lists can be entered by hand in the box
near the bottom of the page.

E&i Codes fewe  Established B '
Xpamnded AL M
Feluc Bxam

Additional Bams, Treaiments, Pocedures, Tests

Figure 5-31:Entering Orders, Part 1

Closing out the Visit

To close out the visit, enter the E&M code, future plans and patient instructions.

Enter the E&M Code

Accurate Evaluation and Management Codes are critical for optimal charge capture. At
many [HS sites, the physician must enter the E&M code. The new encounter form has a
special box for this purpose (see Figure 88). At most sites the coder — not the provider —
fills out this box.
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5.7.2 Enter Future Scheduled Encounters and Referrals

There is space to enter future scheduled encounters and referral requests. The same box
can be used to document orders for the next visit.

Docur et fobare plans

Plans, Inwiuctions, agpakvine s adredarad: 4______————_” atud refetrals here. A
-

1) Serum porcelain level 2) Wirasound of L kidney {chronic flank pain)

Frowdr Sy

MANDY WHEELY/RIGHT fg LU 21 o fermls DOB: FEEE1919 | |
CEC 1000 Trive TOHMG OVOHEWTMATIN OF AR, 1K Eloibiity | ELWGEILITY LidRhOm !HII Il I|| ||||| |||! || ||
R ENR  Conmandy SELLS WCHE 0 E110A

3 Parly- o record o 3nd garty shpbiey -

Figure 5-32: Entering Future Scheduled Encounters and Referrals Here

5.7.3 Patient Instructions

The old PCC encounter form had a perforated strip on the bottom copy that could be
handed to the patient. The new form has no copies, so no tear-off strip is possible.
Instead, a separate page is printed that can be filled out and given to the patient. It
includes patient identifiers, a work/school excuse, and plenty of room for written
instructions. If the page is not needed, shred it.
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waTime DEC 14, 2000884 34

o CROW -WALK IN (22)

s MANDY YWHEELVWRIGHT ctu raeeer: OO0 DG

by SRR GREG Provider: GREG SHORR

(3 Was seen in clink; - datefime shawn sbos
3 shiould not work or atend school fram i
N 1o Phys. Ed. frarn fo

rriraictons | Relurrals | Appoint-minix

¥ ) improened, rodurn 8 clinie e e

Figure 5-33: Patient Instructions Sheet
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6.0 Appendix A: Sample Forms

Patient: «patient»
Requested by: «reqd»PETER

NUMBER OF ROUTING

CHART REQUEST

Date/Time: «timestamp»

Clinic: «hdr»

Chart Number: «chart»
«provider»E
LOCATION PRIORITY
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Date/Time: JAN 22,2001@10:04
Clinic: CROW - WALK IN (28)

Patient: RAE WATERMAN Chart Number; 100003
Requested by: SMITH,JANE Provider: PETER SCHORE

Was seen in clinic - date/time shown above

Should not work or attend school from to
No Phys. Ed. from to
Provider (print) Signature

Instructions / Referrals / Appointments

If not improved, return to clinic in day(s)
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Lzst PAP: 06120032 (1) Discipline Initizls
Last GLUCOSE: 11729089 (112)

Last PPD: Unknawn CROW - WALK IN {28} ;"‘élb;{:!i(‘_}\'

Last MAMBC: 03001700 - MI .
Last PELVIC: 0128690 - NI Provider: PETER SCHORE
Last BREAST EXAM: 01/2%90 - Abnl
Last RECTAL EXAM: 01422080 - NI
Last PNEUMCNAX: Unknown

Last FLU: Unknown

Last TO: Unknown

Chief Complaint & Visit

Surgicalstermzation . _NOW PAST NEVER ENV  CTQ
alab2n |rrgra1rn apara» «les  wabw LMP
14 1 3 5 p 7
Temp [Pulse |Resp |BP Weight [Height |PkFlow |02 Sat |Glucose |vigion | Jcor | Mncorr cl| 2 4
Ir TOBAGCO USE
Fos J Endocrine §. Fundi NECK 22 Femoral bruit 30 Rectum Area ex NEURO MUSGISKEL FEMALE
A General K Heme & Caover test 14 Supple 23 Pedal pulse 31 Stool heme 37 Inspection ASCN 11-X11 54 Gait, Station B1Vulva
B Eyes MGU ENT __15 Thyraid 24 Edema 32 Umbilicus 38 Palpation 46 Reflexes 55 Digits, Nails B2Vagina
C ENT N Skin/Nails T Extearlnose 16 Masses RESP 38 Rgof Motn __ 47 Strength 56 Joints Bones B3Urethra
Musc
TSKEL
B Hearing HEART C/V__25 Effort 33 Gait, Station 40 Stability 48 Sensation 57 Muscles BACervix
9 TMs,Canals 17 Auscultation 26 Lungs 34 Digits, Nails 41 Stmgth,tone 49 Symmaetry BSAdnexa
Breast

€ Provider Signature

Continued on k

P POV 789.0 Abdominal pain 595.9  |Cystitis V221 |Intrauterine pregnancy
250.00 |DM 646.63 |Acute pyelonephritis 250.00 |DOM Type 2 548.03 |l ine pregnancy 12 w
4189 |HTN 4779 | Allergic rhinitis 3. Depression 644.73 [Intrauterine pregnancy 32 w
{122 _LACERATION 5260 |Amenorhea 75000 | Diabotes melitus, type 1 V118 |Lab results
4915 _[cOPD 280.9 | Anemia, iron deficiency 250.60 |Diabetic amyatrophy 288.0 |Leukopenia
493.90 |ASTHWA 433.90 |Asthma 558.9  [Diarrhea 7242 |Low back pain
995, ALLERGY TO DISALCID 7245 |Backache V25.08 |Family planning counselling V681 |Med refill
354.0  |CARPAL TUNMEL SYNDROME 250.50 |Background diabetic retinop 7291  |Fibromyalgia 780.9 |h_|ud refill, pain
490, Brenchitis 5§30.81 |GERD 345.90 [Migraine headact
466.0 |Bronchitis acute V58.1 |Gold therapy 500mg tatal 7291 Musculoskeletal pain
6826 | Cellulitis right lower leg TB4.0 Headache V28.8 |Monstress test reactive
7242 |Chronic low back pain W54 |Health maintenance exam 3829 Otitis media resolved
7809 | Chrenic pain TRTA Heartburn V242  |Postparturn exam
577.1 | Chronic pancreatitis 4019 |Hypertension 646.83 |Pregnancy 34 weeks poor wel
585. Chronic renal failure V06.8 |Immunization 648.83 [Pregnancy at 35 weeks. diabe
| ' 571.5 |Circhesis of the liver T03.0  |Infected ingrown toenail V221 |Prenatal care
276.8  |HYPOKALEMIA 5640 |Constipation §86.0 |Infected | great toe, mild 403.90 |Reactive airway disease
362.01 |MILD BACKGROUND DIABET 4919 _|Copd V251 |mtrauterine device insert 7140 |ﬁnumaroid arthiitis

Motes for problem:

Hetes for problem:

User’s Guide 6-3 Sample Forms
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PCC+ Encounter Form and Health Summary Form (VEN) V1.2

Lzst PAP: 06120032 (1) Discipline Initizls
Last GLUCOSE: 11729089 (112)

Last PPD: Unknawn CROW - WALK IN {28} ;"‘élb;{:!i(‘_}\'

Last MAMBC: 03001700 - MI .
Last PELVIC: 0128690 - NI Provider: PETER SCHORE
Last BREAST EXAM: 01/2%90 - Abnl
Last RECTAL EXAM: 01422080 - NI
Last PNEUMCNAX: Unknown

Last FLU: Unknown

Last TO: Unknown

Chief Complaint & Visit

Surgicalstermzation . _NOW PAST NEVER ENV  CTQ
alab2n |rrgra1rn apara» «les  wabw LMP
14 1 3 5 p 7
Temp [Pulse |Resp |BP Weight [Height |PkFlow |02 Sat |Glucose |vigion | Jcor | Mncorr cl| 2 4
Ir TOBAGCO USE
Fos J Endocrine §. Fundi NECK 22 Femoral bruit 30 Rectum Area ex NEURO MUSGISKEL FEMALE
A General K Heme & Caover test 14 Supple 23 Pedal pulse 31 Stool heme 37 Inspection ASCN 11-X11 54 Gait, Station B1Vulva
B Eyes MGU ENT __15 Thyraid 24 Edema 32 Umbilicus 38 Palpation 46 Reflexes 55 Digits, Nails B2Vagina
C ENT N Skin/Nails T Extearlnose 16 Masses RESP 38 Rgof Motn __ 47 Strength 56 Joints Bones B3Urethra
Musc
TSKEL
B Hearing HEART C/V__25 Effort 33 Gait, Station 40 Stability 48 Sensation 57 Muscles BACervix
9 TMs,Canals 17 Auscultation 26 Lungs 34 Digits, Nails 41 Stmgth,tone 49 Symmaetry BSAdnexa
Breast

€ Provider Signature

Continued on k

P POV 789.0 Abdominal pain 595.9  |Cystitis V221 |Intrauterine pregnancy
250.00 |DM 646.63 |Acute pyelonephritis 250.00 |DOM Type 2 548.03 |l ine pregnancy 12 w
4189 |HTN 4779 | Allergic rhinitis 3. Depression 644.73 [Intrauterine pregnancy 32 w
{122 _LACERATION 5260 |Amenorhea 75000 | Diabotes melitus, type 1 V118 |Lab results
4915 _[cOPD 280.9 | Anemia, iron deficiency 250.60 |Diabetic amyatrophy 288.0 |Leukopenia
493.90 |ASTHWA 433.90 |Asthma 558.9  [Diarrhea 7242 |Low back pain
995, ALLERGY TO DISALCID 7245 |Backache V25.08 |Family planning counselling V681 |Med refill
354.0  |CARPAL TUNMEL SYNDROME 250.50 |Background diabetic retinop 7291  |Fibromyalgia 780.9 |h_|ud refill, pain
490, Brenchitis 5§30.81 |GERD 345.90 [Migraine headact
466.0 |Bronchitis acute V58.1 |Gold therapy 500mg tatal 7291 Musculoskeletal pain
6826 | Cellulitis right lower leg TB4.0 Headache V28.8 |Monstress test reactive
7242 |Chronic low back pain W54 |Health maintenance exam 3829 Otitis media resolved
7809 | Chrenic pain TRTA Heartburn V242  |Postparturn exam
577.1 | Chronic pancreatitis 4019 |Hypertension 646.83 |Pregnancy 34 weeks poor wel
585. Chronic renal failure V06.8 |Immunization 648.83 [Pregnancy at 35 weeks. diabe
| ' 571.5 |Circhesis of the liver T03.0  |Infected ingrown toenail V221 |Prenatal care
276.8  |HYPOKALEMIA 5640 |Constipation §86.0 |Infected | great toe, mild 403.90 |Reactive airway disease
362.01 |MILD BACKGROUND DIABET 4919 _|Copd V251 |mtrauterine device insert 7140 |ﬁnumaroid arthiitis

Motes for problem:

Hetes for problem:

User’s Guide 6-4 Sample Forms
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PCC+ Encounter Form and Health Summary Form (VEN) V1.2

RSBCIHI Dental Encounter Record

Dental §0-002 (Revised 1/00)

Di::'l.l'l‘
b5000 oM
018 N
798 |LACERATION
659 JURI
s koo

pa3.50  IASTHMA
Fa5.2 IWLLERGY TO DISALCID
[54.0 CARFAL TUNNEL SYNDROME
M0T.8 MMUNIZATION

127 VELANOMA R GREAT TOE
569 [SEEM IN PLASTIC SURGER
WT20 NO QCULAR PATHOL
po2.9 DERMATITIS DM 11 MED
WT26 PELVIC EXAM
&.15 UCLEAR SCLEROSIS
[79.5 RAL SYNDROME RESCLVI
pas.0 JERONCHITIS.ACUTE
[75.8 JPOKALEMIA
paz.01 NLD BACKGROUND DIABET

Al &#D | Purpose of Visit

]
Topical/Sealanls per Toolh 4950 |Emar§n:1 Trealmanl
1330 Cral Hygiena inskruclions 4341 J5055 |Subgingivel Currettage FIXED FROSTHETICS
Reat Planning per Quad 2751|5057 |Porcelan with Metel
4330 Correction of Oeclugion per Quad 2780|5060 |Gaold
Crown Buikiup, Pin Retained
ROENTGENOLOGY & PATHOLOGY S50 Primary Tooth
ENDODONTICS Re-camant Crown
Additional Films {up bo 12) 310 15078 |Pulp Capping Diract Re-cement Hridge
0210 J5004  |Full Mouth Saries 3220 ISD-!-EI vital Pulpatomy Parcalain Baked fo Gald
0240|5007 Jinfra-oral Doowlsal View {maxil. or mandb. a.) 3120|5078 JPulp Capging Indrest Parcalain with Matal 8buiment
jogrz  J5010  |Site Wing Filma (2} 3310|5083 |Single Roated Tooth Parcalain with Matal Pondic
jizrd 5011 |Bie Wind Filme {4) 3320 J5084 |Beroated Toolh
0330 15013 JPanceas Film fonly) 3330 15085 |Thras Canals
3340 J50EG |Four Canals REMOVABLE FROSTHETICS
3110 15101 |Complabe Maxillary Denture
ORAL SURGERY 5120|5102 |Complels Mandibular Denlura
110 5164 JUncomplicated [RESTORATIVE CENTISTRY_PRIMARY 5310 |51 11 |Teath and Clagps
120 Each Addbional Tooth 2110 _J5031 JCne Tooth Sudface Exlra [ LUnit
210 Surgical Remawal - Post OF Visit Complication: 2120 |5032 Two Tooth Surfaces 6620 15135 |Stavelale-base Free
220 15170 Soff Tissue 2130 15034 | Thras of Mors Toolh Surdaces 15622 Teath and Clasp
1230 |51 Parlially Boney Exlra [ Unit
7240|5172 Complale Boney 5400 15112 |Denture Adusimants
1270 J3174  |ReimplantiStabiiza Teath (post accidant) SPACE MAINTERANCE 5750 5131 |Denture Reline
1910 5025 |Fixed Space Manbenance 5600 5230 |Eroken denture Repar
Mew Prescriptions
Il 1
Revisit { Referral To Instructions
Purpose
Provider Signature
« patlem» HaNesexs DOB: «dobs HESMN utribenscommunitys
#achart» wtimestamps aproviders Eligibility: eligs WCM: wuids
5 .
User’s Guide 6-5 Sample Forms
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PCC+ Encounter Form and Health Summary Form (VEN)

V1.2

RSBCIHI Optical Department Encounter Record

Optical 48-004 (Revised 1100)

Al

D |

Purpose of Visit

466.0

362.81 Hemaorrhage

37410 Ectrapion 37090 Keratibs 37810 Exalropia 37931 Aphakia R L 362.10 Hypertensive Retinopathy
37311 Hordeolum Extemum 375.15 Keralitis Sicca 368.30 Fusion Dysiunclion 366.90 Cataract 362.50 Macular Degeneration
37312 Hordeolum Intemum 371.60 Keraloconus 378.43 Hy ofia 366.16_Sclerosis 224.60 Nevus

374.30 Plosis 370,60 Meurovascular 378.31 Hypertrapia 362.60 Retinal Degeneration
374.05 Trichisis 371.13 Pigmentaiion 37250 Mystagmus VITREQUS 362.74 Refinal Pigment

07EA0 Verruca 373.55 Paresis 37921 Vitreous Degeneration 363.30 Scar

374.51 Xanthelasma FUNCTIONAL 35813 Photophobia 38723 Vitreous Hemorhage 363.31 Solar Retnilis

357 55 Accom. Dyslunclicn

378,90 Occulomatar Dysfunchion

COMJUNCTIVA [ SCLERA 333 .00 Amblyopia 368.31 Supression REFRACTIVE GENERAL (by Hx)
37214 Allergies 372,41 Anisoooria 315.50 Vispalization Dysfunciion 36732 Anigeikonia Diabetes
379.00 Episderitis 35731 Anisometropia 78070 Viswal Fatigue 0 Hyperopia Headache
930.00 Foreign Body 35330 Binceular Diysfunciion 36813 Visual Discomion 0 Asfigrmatism Hypertension
372.03 Infections 383 40 Blindness 36340 Visual Field Defect Learning Disability
372.51 Finguecula 368 8 Blurred Vision 315.90 Visual Motor Dysfunclicn 367.10 hiyopia Migraing

372.40 Flerigium

358 59 Calor Vision Deficiency

367 40 Presbyopia

240.00 Thyroid

372.72 Subconj. Hemorhage

ﬁ.ﬁd Canverg. Excess

Treatments and CPT Code

NEW PATIENT

OTHER SERVICES

CONTACT LENS SERVIGES

APHAKIA

SPECIAL CONTACTS

80000 Brief Exam

35050 After Hours Visit

92311 Aphakic Fitfing 92353 Bifocal

44520 Bandage

92004 Comprehensive Exam

30610 Consultation

02335 Cosmalic Fitfing 92352 Monofocal

V2612 HGP Bifocal

O Disabled

O Partially Disabled

90010 Limited Exam

52458 Home Wisit

92310 Evaluation, Initial 92371 RepairRafit

V2613 HGP Extendesd Waar

92002 Intermediate Exam

Onset

25070 Materials ! Supplies

Est. Enq,

92324 Evaluafion, Refit

Revisit [ Referral To

92358 Temporary wiliat

Instructions:

VG457 HGP Replacement

O Never Disabled Actual End Purpose:
OK To Work:  ¥ES  NO Provider Signature
[ patient» [EN DOB: adobs HESMD atribes wCOMIMURity s
#uchart» atimastampa wproviders Eligibility: «eligs WVCN: cuids

User's Guide
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PCC+ Encounter Form and Health Summary Form (VEN)

V1.2

RSBCIHI Podiat
Pod 1n-n1?t£2:iaoym21ter Record Problems and POVs
splos [kpla
spdee [kpds
spdce  [xpds
spder  [xpds
epSce [kpSs
xpAce  [kpBa
spics [kpTa
spdce  [xpdn
xpSce  [xpSs
apl0es JepiQa
aplics Jeplls
ap12cs JeplZa
Al [#D]| Purpose of Visit I TIED
apldcs Jepids
apiSes JepiSe
aplBcs JeplBs
apiTea JepiTa
apiBes leplBs
Edema of Ankle
70589 | Bromhydrasis 213.8 |Bone Tumar  Exosiosis 736 79} Acute Bursitis 720.81 |Edema of Leg
GEZ.7 |Cellulitis of Foot 72691 |Bone Spur 72680 )Acute Capsulitis 729.81 |Edema of FoolToes
66110 Cellulibis of Toe 7325 [Calcaneal Apophysitis 7351 JAcute Myosilis 7243 [Sciafica
692.9 |Dermalitic 726.73 |Calcaneal Heel Spur [ 7| Acute Pericsitis
705.81 [ Dyshidrosis 716,47 |Contracture of MJP 53.25FramuredTasal { Metatarsal SYSTEMIC
Fungal infection of Skin 736.70 [Deformed Metatarsal |826.0 [Fraciure of Toes 440.9 |Areiosclerasis of Lower Extremily
Fungal Infection of Mail 735.0 JHallux Valgus MJDIRuEmraj Ligament 715.08 |0JD Ostecarthrilis
Hyperhydrosis 7354 |Hammerice 345 10]Ruptured Tendan 250.  |Diabetes
| Hyperirophy of Hail 719.57 oint Stifiness 727 D6) Tenosynovilis | |Di:|be1ic Polyneuropathy
Onychocryplosis 755,30 Lime Length Dizcrepancy {congenital) 1617 Traumatic Osteoarthritis 2740 |Gout
Keratoma IPK 73681 JLimb Length Discrepancy {acquired ) 345.10]Sprained Foot 401.5 Hypertansion
(Onychia - Peronychia 726.70 [Metatarsalgia 245 00| Sprain/Strain Ankle 355.8 | Meuropathy of Lower Extremity
Subungual hematoma 754 53 |Metarsus Adducius 3521 [Wound Open Foot 733.7 |Oslecporosis
Ulzer 355.8 |Ha.|rdda 1 Meuritis 3531 |Wound Open Toes 451.2 |Phlebitis
7325 |Ostecchondrosis | 4439 W’eriEheraI ‘Vascular Disease
SOFT TISSUE 719.4 |Pain in Jaint POST-OPERATIVE 714.0 |Rheumatiod Arthrits
7274 |Cyst of Foot 75567 |Painful Ossicke 3583 |Dehiscance of Wound 454.1
‘ericose \eins
215.3 |Fibroma 734 JPes Planus #5381
Hematoma
2177
Treatments
# | CFT [WISITS “ |GFT__[CASTING #| CPT_|DESCRIPTION
Office Visit, Initial {Li} BK, Chikd Injection of Tendon /L
Cfic Vigit, Initial {In) BK Adult Injection of Small Joint RiL
Office Visit,, Established (Br) BK Walk Child Injection of Intermediate Joint RJL
Cfice Visit, Established (Li) Bi Walk Adult Injection of Nene RiL
isit, Established {In) A Child Injection, IM
figit. Initial (Li) Fosterior Splint
. Establiched (Li) Malded Shoe Cast MISC. | SUPPLIES
| 150600 |Consultation {Li} Unna Boot Ace Bandage
Sirapping Molded Shoes
BIOMECHANICS Spenco RiL
Muscle Testing  RJL SURGERY Fost Op Shoe RIL
ROM Stdy  RIL 180 Abscess Heel Stabilizer RiL
Gail Analysis RiL Drain Peronychia (Coban
(Orthetic Casting R/L Skin Biapay Crest - Pad R/L
Orthofic Disp. RiL Excision of Lesion Metatarsal Pad. Remavable
Accomd. Orthotic RIL Hail Avulsion, Single Minar Surgery Tray
PHYSICIAL THERAPY Fartial or Complete Excision of Mail Matrix Major Surgery Tray
1 Modaiity {whirlpool) (ChemElectro Destrucydion Triplane Wedge RiL
1 Procedure {Ultrazound)
Reuvisit / Referral To: Instructions
Provider Signature
«patient» uagesexs DOB: «dobs «s5D atriben «community»
#uchart» alimastamps aproviders Eligibility: aligs WCMN: wuidy
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PCC+ Encounter Form and Health Summary Form (VEN) V1.2

RSBCIHI Behavioral Health Encounter Record
BHE 80008 (Revised 1100 [
|
|
Al |#D | Purpose of Visit
|
DIAGNOSES
+ CODE[ CHILDHOOD ADOLESCENTDIS. | ~ CODE COGNITIVE DISORDERS » CODE SOMATOFORM DISORDERS + CODE PERSONALITY DISCRDERS
1201 [317.00 Mild Mantal Retard. 1206  |780.09 Delirium, NOE 1146 [300.81 Somatizaticn Disorder 1170 JParancid Persongity Discrder
| |1202 Wicderate Mental Retard. 1106 J294.50 Dementia, HOS 1145 1Conversion Disorder 1171 JSchizoid Personality Disorder
203 ByETS I'u'ler.ta.l-':aard. 1207|294 B0 Cognitve Disorder, NOS _ Fain Disorder i 72 Scr!izot. al F‘ersm;li .Dis.
117 tention DeficitHyper. 1220 |300.81 Somatoform Disorder 75 JAntisccial Personality Dis.
204 4.20 Atin DeficitiHyper NOS 6 |Bordering Persenality Cis.
PSYCHOTIC DISORDERS
1118 [312.80Conduct Disorder Schizophrenia DISSOCIATIVE DISORDERS 1173 |Histrionic Personality Dis.
| |1122 [313.31 Oppositional Defiant Dis. Schizophrenifiorm Disorder 0596 [300.60 Degersonalization Disorder 1174 |Marcissistic Perscnality Dis.
205 [312.50 Disrupfive Behavior Cis, NOS Delusional Disorder 1180 4 Dissociative [dendity Disarder 77 JAwoidant Personality Dis.
119 [300.21 Separation Anxiety Dis. Paychotic Disorder, NOS 1221 |300.15 Dissociative Disorder, NOS 78 |Degendent Personality Dis.
120 [313.20 Cisorder of Childhood, NOS Fsychotic Disorder, NOS 78 |Job ive-Compulsive Dis.
IMPULSE CONTROL DISORDERS kil |F‘er90r|alir_.' Disorder, MOS

MCOD DISORDERS 1152

1107 0478 J311.00 Depressive Discrder, MO8 1158 |312.31 Pathciogical Gambling 1151 JBulimia Mervosia

1112 . d 286, Bipolar | Disorder 1222 [312.3% Trychotillomania 1154 |Eafing Disorder, NOS

111 1215 |296.59 Bipolar || Disorder 1223 [312.30 Impulse Control Disorder, NOS

305.70 AMPHETAMINE

1208 |304.30 Cannabis Dependance 1216 _J310 13 Cyolofhymic Cisordar ADJUSTMENT DISORDERS

1114 |305.2 Cannabis Abuse 1217 _12596.80 Bipolar Dizordar, NOS OTHER CONDITIONS 162 JAdj Dis. wi Depressed Mood

12089 0 Cocaine Dependence 1218 |293.83 Mood Disorder dusfo..... 1224 [333.90 Med Induced Mumt Diz, NOS 1163 JAdj. Dis. widnxiety

110 ocaine Abuse 1218 1256.90 Mood Disarder, NOS 0443 [555.20 Adverse Effects of Med, NOS 4 JAdj. Dis. w/ Mixed Emotions
210 allucinogenic Dependence 1192 .20 Parent-Child Relational Prob. 5 Adj. Dis. w/ Conduct Disturbance
115 0 Halluzinogenic Abuse ANXIETY DISORDERS 1191 | 08 Partner Relational Problerm b Adj. Dis. wiEmotions & Conduct

1211 halant Degendence: 1141 |300.01 Fanic Dis. wio Agoraghabia 1183 |vE2.81 Relational Problem, NOS 1169 JAdj. Dis., MO8

1113 |305.90 Inhalant Abuse 1137 |300:21 Panic Dis. wf Agoraghobia 1195 |WE2.21 Abuse/Meglect of Child
[ fessss [ ] [ o 11 ] |
[ || [ 1 [ 1 11 | | ]

Revisit / Referral To: Instructions
Provider Signature
« patiem» Hagesers DOB: wdobs H55AH alribes scommunitys
#achart» alimestamps aproviders Eligibility: «elign VCN: wuidn
, .
User’s Guide 6-8 Sample Forms
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PCC+ Encounter Form and Health Summary Form (VEN) V1.2

RSBCIHI Brief Encounter Record

Med 10-027 (Revised 1/00)

Walk-in
Phone
Al Al ICD% Pick List Al
788.0  JAbdaming pain Depression 2830  JLeukopenia
250,00 |DM G46.83 Acule pyeloneghritis Diabetes mellius, type || 7242 JLow back pain
401.9 HTH 4778 JAllergic rhinitis Diabedic amyoiraphy WEE I Med refill
796 LACERATION 626.0 JAmenarhea Diarrhea 780.8  Med refill, pain
[EE] LRI 2808 JAnermia, iron deficiency Family planning counselling 34590 |Migraine headache
918 COPD 483.90 JAsthma Fibromyalgia 72910 |Musculoskeletal pain
49390 JASTHMA 7245 JBackache GERD W2B8  Monsirase test reactive
Gold therapy 500mg total 382, Cifie media resclved
Headache V242  |Postparum exam

|995.2 ALLERGY TO DISALCID 260.50 JBackground diabetic refinop
3540 CARPAL TUNNEL 450 |Br0nchilis
SYNOROME
L] IMMUNIZATION 456.0 ViS4

Health maintenance exam Pregnancy 34 wesks, poor wel

1727 AELAMNOMA R GREAT TOE G826 |Celullis right lower leg THT Heartburm Pregnancy at 35 weeks.diabe
UEEE] SEENM [N PLASTIC SURGER 7242 JChranic low back pain 401, Hy pertension Prenatal care
V720 D DCULAR PATHOL 7808 Chranic pain VOB mmunizaticn Reactive airway disease
£92.9 DERMATITIS, DM II, MED 577.1  JChronic pancreafiis 7030 |Infected ingrown toenal Rheumalecid arthritis
| |vr2e PELVIC EXAM 585. Chironic renal failure 5869 |Infscied | great toe, mild Skin testing
366.16  JMUCLEAR SCLERCSIS 5715 JCirrhasis of the lver V251 |Intrautenne device insedi Tension headaches
07a.48 WIRAL SYNDROME RESOLVI 564.0  JConstipation W22.1 | Intrautering pregnancy Third parly resources
466.0 BROMCHITISACUTE 4318 JCopd 545,03 |Intrauterine pregnancy 12w Tinga padie
276.8 HYPOKALEMIA 5859  Cyslitis 4673 | Intrautenne pragnancy 32 w Tubgrculosis, ppd reactar,
AlR#D | Purpose of Visit
Prescriptions and Orders Signature and Date Reitis

01/16/01 (C) LISINOPRIL 10MG TABS #30 (30 days) Take 1 QAM
01/11/01  KETACONAZOLE 200MG TAB #6 (3 days) Take 1 BID - Ran out 01/14/01

Revisit/Purpose: Instructions

Referral/Purpose:

Provider Signature

«patient» nagese: DOB: adabi 85 alribes seommunitys
Hucharts  «timestampy aproviders PETER SCHORE Eligibility: «eligs WVION antids
] ]
User’s Guide 6-9 Sample Forms
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PCC+ Encounter Form and Health Summary Form (VEN) V1.2

CROW_MEDREC MAR 15,2001@09:22 Provider: SCHORE PETER | AN | Discipine | | nitials |
INFLUENZA 07-ch1238 MAR 15,2001@09:22 Appointment
__PNEUMO-PS 20-Dec-1929 Provider: SCHORE,PETER Walk-in ____
CTEADULT 20Now-198
__Last RECTAL EXAM: Unknown
__Last PROSTATE EXAM: Unknown
Temp Peak Flow
Pulse Oy Sat
Key For ROS Notation
biank] Notdone  [v]MNomal [ X Abnormal {Desoribe findings) Resp LMP
Gen | Eyes | Ent | cv | Resp | GI | GU | SexFxn S
E_I\._I-'S | Skin | Neuro | Psych | Endo | HemLym | Immo | Other 1= —
Wit Glucose
Si0 At Pain (0 10)
‘ E_ FT Check
Uncor | Corr
R R PCP
L L
Key For Physical Exam Notation
[blank] Not done [#] Mormal
[%] Abnormal (Describe findings)
(_____ PhysicalExam |
___\ital Signs MALE
|__General | __5&Penis
EYES | __55Scrotum
| ConjiLids | 56Testes
| Pupils | __STProstate
| Fundi | 58Circ/f'skin
ENT |
| ExtearMose |
|__EACTMs |
| Hearing ABDOMEN
| Masal mucosa | Mass inderness
|___ Sinuses | Liver, splzen
Injury date:  Cause:  Place: ETOH Work related ___DV related [ 'I:ﬂ::r[:nx | ::::;T
A-ray Labs NECK | Stool Heme
| Thyroid MUSCISKLTL
rovieonal Dx |__Masses | Gait/Station
RESP | Digits/Nails
Never Now  Past Amount | Effort | JointsBones
| Percussion | Muscles
| Palpation Area Examined
| Breath Sounds
Allsrgies AIELYY. PRIV | ARGy Allergy Allergy: Allergy: | HEAPR.” CV |- Inspec_mn
_ causes severe hives | Palpation | Palpation
|___PMI | Range mation
Active Medications (15 most Recent) & New Prescriptions Qa R C | Sounds | Stability
| * =Refill A=Change Write Controlled Subs & Changes on bottom | Carotid | StrengthTone
FEB 23,2001 CLOTRIMAZOLE 1% CRM 30GM 30 APPLY A SMALL AMOUNT TO AFFECTE~ | Abd Aotta SKIN
FEB 23,2001 LANSOPRAZOLE 15MG CAP 30 TIC PODY FOR STOMACH Femoral Rach/Lesion
FEB 23,2001 BECLOMETHASONE NASAL 7GM 7  SHAKE WELL & USE 2 S3PRAYS IN EA~ Pedal IndurataModule
FEB 23,2001 DIPHENHYDRAMINE 25MG 30 T1C PO QPMPRN :: Edema _N_EI.IRDLGGIC
FEB 23,2001 FEXOFEMADINE HCLGOMG 30 T1C PO Q AMF ALLERGY SYMPTOMS LYMPHATIC | Cranial nerves
FEB 23,2001 ROFECOXIB 25MGTAB 30 T1T PO DY TO CONTROL PAIN Neck Reflexes
FEB 12,2001 APAPICODEINE J00MGI30MG 30 TITPO Q4H PRN FOR PAIN | Aoilla __Sensaﬁnn
JAN 24,2001 ROFECOXIB 2Z5MGTAB 30 T1T PO DY TO CONTROL PAIN | Grein _P‘_‘STCH
JAM 16,2001 APAP/CODEINE 300MG/30MG 30 TI1T PO Q4H PRN FPA [ Other Judgment
|___ Orientation
- | Memory
- | Mood/Affect
— KEWNETH JONES TH yio male Designated Prowiger. Unknown Sereened Counsgled
DOB: JAM 12,1843 S5N:516 54 0955 MAR 15.2001@09:22 Checked Returned
Mo record of 3rd party eligibility... #3999 WVCN: 2638.226A Rx Received:
User’s Guide 6-10 Sample Forms
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PCC+ Encounter Form and Health Summary Form (VEN) V1.2

CROW_MEDREC MAR 15,2001@09:22 Provider: SCHORE PETER | AN | Discipine | | nitials |
INFLUENZA 07-ch1238 MAR 15,2001@09:22 Appointment
__PNEUMO-PS 20-Dec-1929 Provider: SCHORE,PETER Walk-in ____
CTEADULT 20Now-198
__Last RECTAL EXAM: Unknown
__Last PROSTATE EXAM: Unknown
Temp Peak Flow
Pulse Oy Sat
Key For ROS Notation
biank] Notdone  [v]MNomal [ X Abnormal {Desoribe findings) Resp LMP
Gen | Eyes | Ent | cv | Resp | GI | GU | SexFxn S
E_I\._I-'S | Skin | Neuro | Psych | Endo | HemLym | Immo | Other 1= —
Wit Glucose
Si0 At Pain (0 10)
‘ E_ FT Check
Uncor | Corr
R R PCP
L L
Key For Physical Exam Notation
[blank] Not done [#] Mormal
[%] Abnormal (Describe findings)
(_____ PhysicalExam |
___\ital Signs MALE
|__General | __5&Penis
EYES | __55Scrotum
| ConjiLids | 56Testes
| Pupils | __STProstate
| Fundi | 58Circ/f'skin
ENT |
| ExtearMose |
|__EACTMs |
| Hearing ABDOMEN
| Masal mucosa | Mass inderness
|___ Sinuses | Liver, splzen
Injury date:  Cause:  Place: ETOH Work related ___DV related [ 'I:ﬂ::r[:nx | ::::;T
A-ray Labs NECK | Stool Heme
| Thyroid MUSCISKLTL
rovieonal Dx |__Masses | Gait/Station
RESP | Digits/Nails
Never Now  Past Amount | Effort | JointsBones
| Percussion | Muscles
| Palpation Area Examined
| Breath Sounds
Allsrgies AIELYY. PRIV | ARGy Allergy Allergy: Allergy: | HEAPR.” CV |- Inspec_mn
_ causes severe hives | Palpation | Palpation
|___PMI | Range mation
Active Medications (15 most Recent) & New Prescriptions Qa R C | Sounds | Stability
| * =Refill A=Change Write Controlled Subs & Changes on bottom | Carotid | StrengthTone
FEB 23,2001 CLOTRIMAZOLE 1% CRM 30GM 30 APPLY A SMALL AMOUNT TO AFFECTE~ | Abd Aotta SKIN
FEB 23,2001 LANSOPRAZOLE 15MG CAP 30 TIC PODY FOR STOMACH Femoral Rach/Lesion
FEB 23,2001 BECLOMETHASONE NASAL 7GM 7  SHAKE WELL & USE 2 S3PRAYS IN EA~ Pedal IndurataModule
FEB 23,2001 DIPHENHYDRAMINE 25MG 30 T1C PO QPMPRN :: Edema _N_EI.IRDLGGIC
FEB 23,2001 FEXOFEMADINE HCLGOMG 30 T1C PO Q AMF ALLERGY SYMPTOMS LYMPHATIC | Cranial nerves
FEB 23,2001 ROFECOXIB 25MGTAB 30 T1T PO DY TO CONTROL PAIN Neck Reflexes
FEB 12,2001 APAPICODEINE J00MGI30MG 30 TITPO Q4H PRN FOR PAIN | Aoilla __Sensaﬁnn
JAN 24,2001 ROFECOXIB 2Z5MGTAB 30 T1T PO DY TO CONTROL PAIN | Grein _P‘_‘STCH
JAM 16,2001 APAP/CODEINE 300MG/30MG 30 TI1T PO Q4H PRN FPA [ Other Judgment
|___ Orientation
- | Memory
- | Mood/Affect
— KEWNETH JONES TH yio male Designated Prowiger. Unknown Sereened Counsgled
DOB: JAM 12,1843 S5N:516 54 0955 MAR 15.2001@09:22 Checked Returned
Mo record of 3rd party eligibility... #3999 WVCN: 2638.226A Rx Received:
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CROW_MEDREC MAR 15,2001@09:22 Provider: SCHORE ,PETER
 INFLUENZA 07-0ck1559 [ A0 Discipine  __intals |
__PNEUMO-PS 20-Dec-1269 MAR 15,2001 @08:22
- TE-ADULT 20-Hav-1998 Provider: SCHORE PETER
 Last RECTAL EXAN: Unknown SN SR T A N R
__Last PROSTATE EXAM: Unknown
Temp
Pulse
Key For ROS Notation
biznk] Notdone  [v'] Mormal |3 Abnormal {Describe findings) Resp LMP
ﬁ Gen | Evyes | Ent | o | Resp | IE | Gu | Sex Fxn I
'S | Skin | Neuro | Psych | Ende | Hem/iLym | Immo | Other | W T
S0 i Pain (0-10)
" Vvson
Uncor | Corr
R R PCP
L L
Key For Physical Exam Notation
[bdank] Mot done [¥] Normal
[£] Abnormal | Describe findings)
[ PhysicalBam |
| Wital Signs MALE
| General |__S4Penis
EYES |__555crotum
| ConjlLids | _S6Testes
|___ Pupils | 5TProstate
| Fundi | 58Circif'skin
ENT
| ExtearMosse
| EACTMs
| Hearing ABDOMEN
| Nasal mucosa | Mass tnderness
Family History @ "_E) | Sinuses | Liver, spleen
Injury date:  Cause:  Place: ETOH ___ Work related __DV related | Mouth | Hernia
Xerayus Labs |- Pharynx — Rectal
NECK | Stool Heme
| Thyroid MUSCISKLTL
Provisional Dx | Masses | Gait/Station
Naver| [ Now [ Fast [ Adiount RESP | Digits.‘NaiIs
| Effort | Joints(Bones
| Percussion | Muscles
|__ Palpation Area Examined
| BreathSounds |
Alergy. Pen WK ; Allergy: Allergy: HEART I CV | Inspection
causes severs hives |___ Palpation | Palpation
Active Medications (15 most Recent) & New Prescriptions |__PMI | Range motion
¥ =Refill A=Change Write Controlled Subs & Changes on botiom |___ Sounds | Stability
FEB 23,2001 CLOTRIMAZOLE 1% CRM 30GM 30 AFPLY A SMALL AMOUNT TO AFFECTE- | Carotid | StrengthTone
FEB 23,2001 LANSOPRAZOLE 15MG CAP 30 TI1C PO DY FOR STOMACH | Abd Aorta SKIN
FEB 23,2007 BECLOMETHASOME NASAL 7GM T SHAKE WELL & USE 2 SPRAYS IN EA~ | Femoral | RashilLesion
FEB 23,2001 DIPHENHYDRAMINE 25MG 30 TI1CPO QPMPRN | Pedal | IndurateModule
FEB 23,2001 FEXOFEMADINE HCLSOMG 30 TI1C PO QAMF ALLERGY SYMPTOMS Edema NEUROLOGIC
FEB 23,2001 ROFECOXIB 25MGTAB 30 T1T PO DY TO CONTROL PAIN _|__f||pm11c | Cranial nerves
FEB 12,2001 APAP/CODEINE 300MGE0MG 30 TITPO Q4H PRN FOR PAIN Meck Reflexes
JAN 242001 ROFECOXIB 25MGTAB 30 T1T PO DY TO CONTROL FAIN | axilla | Sensation
JANT6,2001 APAPICODEINE 300MGI30MG 30 T1T PO Q4H PRN FPA : Groin psycH
| Other | Judgment
| Orentation
| Memory
| NMood/Affect
Dental Screen
KENNETH JONES 58 yio male Designated Provider: Unknown Screened Counseled
DOB: JAN 12,1943 S5M:515 54 9909 MAR 15,2001@08:22 Checked Returned
Mo record of 3rd party eligibility... #9999 WON: 2538.226A Rx Recsived:
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CROW_MEDREC

MAR 15,2001@08:22

Provider: SHORR,GREG

Mo record of 3rd party eligibility...

#9999

Treatment/Procedures CPT Supplies Qty | CPT i Injection/infusion CPT i Immunization CPT
Hx one ! mult. or local excision 57500 | AC Splint L3570 Depo-Provera 150 mg J1065 Flu G724
w { wo fulguration (sep proc) Ace Wrap AALED Injection anbibictic, IM go7es Hep A Adult aBE32
Colposcopy (sep proc) 57452 | Alc. Swabs 4245 Injection med. S0 or IM 0782 Hep B Adult A7 45
Colposcopy cervical bx & {or ECC 7454* | Cane E0100 Lupron 3.75 mg J1950 Preumavas a3z
Cryocautery of cenvix 7511* | Cast Boat L3260 Lupron 1125 mg Je217 Td Adult EERE]
Endocervical curettage 7505 Crutches E0112 PPD 86580
Catherization urethra, simple 53670 | Gause ARZ
Endometrial & / or endocarvical £8100° | Knee Brace L1830 _:.J....- ceptio
Hx vaginal mucosa, exlensive 57105 Nebulizer supplies E0&01 Diiaphragm { cervical cap 7170
Hx vaginal mucosa, simple 571007 | 02 El431 Diaphragm / supgly 99070
B vulva / perinaum (sap proc) 1 les. £8605" | Surg Supp A4549 |0 insertion 58300* H Patient Ed Code
B vulva | perineum, each add. lesion £6606* | Surg Tray Ad55 1D removal 58301 Self Breast Exam
Diast. vulvar lesicn(s), simple 56501 Tape Ad454 1D supply 99070 ET0
| & [ Bartholin's gland abscess 56420° | Wrist Brace L3800 Parenfing
| & D vag. hematoma (post-ob} 57022 Point of Care Lab CPT Domastic Viclence
| & D vulva or perineal abscess 55405° Finger Stick Glucose 82048 Confraception
Pessary | other device inseri/fit 5T160° Hemocult Stool 2270 24 Prevention
Pessary, ubber (Medicars) A4BET Hemoglobin BE018 DM Diet
Peszary, non-rubber (Medicare) AdRE2 Urine Dip wio Micro 81000 DM Foot care
Drug=ETOH
Exarcise
AllIR | ICD-9 Active Problems & POVs AllIR| ICD-9 ICD-9 Pick List AllIR 1CD-9 ICD-9 Pick List
G40.4 ROTATOR CUFF TEAR (L) T89.00 Abd pain 311 Depressive disorder
3051 TOBACCO SMOKER 7061 Acne 536.8 Dyspepsia
2114 JTUBULAR ADENONMA REMOVE 305.00 Alcohol abuse 303.90 ETCH abuse
754.71 JANT CAVUS BIL 2691.81 Algohol withdrawal 692.9
7355 JCLAWTOES 2-5 BIL 995.3 Allergies 796.2
38918 JHFSNHL AU 285.9 Anticoagulation clinic 5251 Exfraction
280.9  JIRON DEFICIENCY ANEMIA 300.00 Anxiety W72.0 Eye exam
30511 ISMOKER &7 CIGARETTES/ 483.90 Asthma 728, Foot pain
530.81 JCHRONIC GERD W/BARRETT T24.5 Back pain T07. Foot ulcer
VB1.0  JFAMILY CONFLICT 450 Bronchitis 530.81 GERD
6929 ECZEMA 414.00 CAD 558.9 Gastroenteritis
5238 |GINGIUA HYPERTROPHY 2D 455 COPD 4.3 HTN
303.90 JCHRONIC ALCOHOLISM-6 R VB89 Chart revisw 784.0 Headache
e - T88.50 Chest pain 2724 Hyparlipidemia
vEg1 IMED 7809 Chronic pain 244.9 Hypothyroidism
719.40 JARTHRALGIA VG549 Counseling WOT.9 mmune update
4559 JURI 250.01 Did 780.52 nsomria
38010 JTRAUMATIC OTITIS EXTER 525.9 Denital pain 71048 Knee pain
780.9  JLEFT WITHOUT BEING SEE V722 Dentalloral health visit W72.6 Lab
AlLIR Additional Purpose of Visit Plans/Instructions/Agpointment
e for nrobler Remnve Note
Nofes for problem RTC: | APPT LENGTH:
X Praventative Med New % | E&M Visit Level | Mew | Estbl
Infant (< 1 yr] Q9381 48391 Indicate level w/ an "X" and CIRCLE whether NEW or ESTABLIZHED patient.
Early childhood {1-4 yrz) 99382 99392 CC Hist 3, ROS 0, 1 organ sys/ body area A0z 45212
Late childhocd (5-11 yrz.) 959383 99393 CCHist3 ROS 1. 2-Tos./ba 5203 99213
Adolezoent (12-17 yra) 90384 99304 CC Histd, ROS 2.0, 2-Tos./ba Q0204 99214
18-30 yrs 20385 G0305 CCHistd, ROS 10-14. 8-1205./ba QG205 98215
4054 yrs Q9386 99396 Murse Wisit 95211
G5yrs &> GO38T 99397 Counseling 15min {30 min. /45 min 5940
Provider's Signature:
KENNETH JONES 58 ylo male
DOB: JAN 12,1943 S5MN:516 54 9539 MAR 15.2001@08:22

WCN: 2638.2264
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7.0 Appendix B: Mail Merge Fields
Header field Description Category Origin
<<I1>> thru <<I20>> Lab Infants, children, adult females, adult males ORDERABLE
<<|1a>> thru <<120a>> Lab code Infants, children, adult females, adult males ORDERABLE
<<r1>> thru <<r25>> Radiology Infants, children, adult females, adult males ORDERABLE
<<rla>> thru <<r25a>> Radiology code Infants, children, adult females, adult males ORDERABLE
<<g1>> thru <<e20>> Exams Infants, children, adult females, adult males ORDERABLE
<<ela>> thru <<e20a>> Exam code Infants, children, adult females, adult males ORDERABLE
<<j1>> thru <<i10>> Immunizations Infants, children, adult females, adult males ORDERABLE
<<j1a>>thru <<i10a>> Immunization code Infants, children, adult females, adult males ORDERABLE
<<y1>> thru <<y20>> Pt Education Infants, children, adult females, adult males ORDERABLE
<<yla>> thru <<y20a>> Pt Education code Infants, children, adult females, adult males ORDERABLE
<<t1>> thru <<t20>> Treatments Infants, children, adult females, adult males ORDERABLE
<<t1a>> thru <<t20a>> Treatments Infants, children, adult females, adult males ORDERABLE
<<s1>> thru <<s20>> Injections Infants, children, adult females, adult males ORDERABLE
<<s1a>> thru <<s20a>> Injection code Infants, children, adult females, adult males ORDERABLE
<<z1>> thru <<z15>> Supplies Infants, children, adult females, adult males ORDERABLE
<<z1a>> thru <<z15a>> Supplies code Infants, children, adult females, adult males ORDERABLE
<<d1>> thru <<d60>> Diagnosis Infant,Child, Teen Male, Teen Female, Adult Male, Adult ICD PREFERENCE
Female, Senior Male,Senior Female
<<d1c>> thru <<d60c>> Diagnosis code Infant,Child, Teen Male, Teen Female, Adult Male, Adult ICD PREFERENCE
Female, Senior Male,Senior Female
<<p1>> thru <<p20>> Active Problems, recent pov All patients RPMS DATA
<<p1c>> thru <<p20c>> Active Problem, pov code All patients RPMS DATA
<<a1>> thru <<a5>> Allergies All patients RPMS DATA
<<h1>> Pap Adult females RPMS DATA
<<h2>> Glucose All parients RPMS DATA
<<h3>> PPD All parients RPMS DATA
<<h4>> Mammogram Adult females RPMS DATA
<<h5>> Pelvic Adult females RPMS DATA
<<h6>> Breast Adult females RPMS DATA
<<h7>> Pelvic Adult females RPMS DATA
<<h8>> Rectal Adult males, adult females RPMS DATA
<<h9>> thru <<h26>> Immunization reminders. All patients RPMS DATA
Specific immunization are not
assigned to specific header
fields — but they will always
be in the range h9 to h26
<<md1>> thru Medication All patients RPMS DATA
<<md15>>
<<patient>> Patient Name: First name All patients RPMS DATA
Last name
<<b29>> Patient Name Last name, All Patients RPMS DATA
First name
<<timestamp>> Date and time form is printed All patients
<<chart>> HRN All patients RPMS DATA
<<agesex>> Age and Sex All patients RPMS DATA
<<dob>> Date of Birth All patients RPMS DATA
<<b27>> Third Party Billing All patients RPMS DATA
<<ven>> Visit control number All patients RPMS DATA
<<tribe>> Tribe All patients RPMS DATA
<<community>> Community All patients RPMS DATA
<<ssn>> Ssn All patients RPMS DATA
<<elig>> Eligibility (chs/direct) All patients RPMS DATA
<<Vbar>> Bar Code All patients RPMS DATA
<<x29>> Designated provider All patients RPMS DATA
<<lc>> Living Children ADULT FEMALES RPMS Data
<<grav>> Gravida ADULT FEMALES RPMS Data
<<para>> Para ADULT FEMALES RPMS Data
<<ab>> Abortions ADULT FEMALES RPMS Data
<<fpm>> Family Planning Method ADULT FEMALES RPMS Data
<<Lab2>> FP Method (label) ADULT FEMALES Label
<<Lab1>> LMP (label) ADULT FEMALES Label
<<x14>> MALE ADULT MALES Label
<<x14>> FEMALE ADULT FEMALES Label
<<x19>> Eye ADULT FEMALES Label
<<x2>> Vagina ADULT FEMALES Label
<<x2>> Scrotum ADULT MALES Label
<<x21>> EKG ADULT FEMALES Label
<<x22>> Pk Flow ADULT FEMALES Label
<<x22>> HC INFANTS Label
User’s Guide 7-1 Headings
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Header field Description Category Origin
<<x22>> Pk Flow ADULT MALES Label
<<x23>> 02 Sat ADULT FEMALES Label
<<x23>> 02 Sat ADULT MALES Label
<<x24>> Glucose ADULT MALES Label
<<x24>> Glucose ADULT FEMALES Label
<<x24>> Glucose CHILDREN Label
<<x29>> DP ADULT MALES Label
<<x29>> DP ADULT FEMALES Label
<<x29>> DP CHILDREN Label
<<x29>> DP INFANTS Label
<<x3>> Urethra ADULT FEMALES Label
<<x3>> Testes ADULT MALES Label
<<x30>> ETOH ADULT FEMALES Label
<<x30>> ETOH ADULT MALES Label
<<x30>> ETOH CHILDREN Label
<<x31>> Tobacco ADULT FEMALES Label
<<x32>> ET Smoke INFANTS Label
<<x32>> ET Smoke ADULT FEMALES Label
<<x32>> ET Smoke ADULT MALES Label
<<x32>> ET Smoke CHILDREN Label
<<x33>> Drugs ADULT FEMALES Label
<<x33>> Drugs ADULT MALES Label
<<x33>> Drugs CHILDREN Label
<<x4>> Cervix ADULT FEMALES Label
<<x4>> Prostate ADULT MALES Label
<<x40>> LMP ADULT FEMALES Label
<<x41>> FP ADULT FEMALES Label
<<x5>> Adnexa ADULT FEMALES Label
<<x5>> Circ/f'skin ADULT MALES Label
<<x6>> Uterus ADULT FEMALES Label
<<X7>> Bladder ADULT FEMALES Label
<<x8>> RectoVag ADULT FEMALES Label
<<x10>> Breast Exam ADULT FEFMALES Label
<<x11>> Contour ADULT FEFMALES Label
<<x12>> D/C ADULT FEFMALES Label
<<x13>> M ADULT FEFMALES Label
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8.0 Contact Information

If you have any questions or comments regarding this distribution, please contact the

ITSC Help Desk by:
Phone: (505) 248-4371 or
(888) 830-7280
Fax: (505) 248-4199
Web: http://www.rpms.ihs.gov/TechSupp.asp
Email: RPMSHelp@mail.ihs.gov
User’'s Guide 8-1 Contact Information
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	8.0CONTACT INFORMATION8-1
	Introduction
	The new encounter form and health summary Package (PCC+) enables IHS health professionals to design and generate highly customized encounter forms and health summaries on a laser printer. The new encounter form combines features of the traditional Pati
	The user manual for the PCC+ program explains the process of creating and generating customized forms. This manual is divided into four main sections:
	How to build and edit encounter forms: The primary form-building tool is Microsoft Word. You will learn how to create elements of the form and how to link certain elements to the PCC database.
	How to customize the encounter forms with user and site preferences: the primary preference-building tool is Microsoft Excel. This tool is supplemented with several FileMan editing utilities provided in this package.
	How to print encounter forms: Forms are generated during the patient check-in process. This section describes the various methods and options for generating forms and monitoring the process.
	How to use the encounter forms: This section describes the best ways to take advantage of this new technology with emphasis on using the form to improve clinical care and third party reimbursement.
	Sample forms are shown in Appendix A. These sampl
	The user manual is a comprehensive guide to designing encounter forms, identifying user preferences, and using PCC+. . Although there is a lot of material to cover, most users become proficient with a few days of practice.
	Building an Encounter Form
	Encounter form templates are constructed using Mi
	NOTE: The print server is a computer whose primary purpose is to print all PCC+ forms at your facility. It also contains specially configured versions of Microsoft Word 2000 and Excel 2000. Your site manager can give you access to this PC for the purpose
	The development process consists of the following 7 steps:
	Extend Word’s toolbar and make other configuratio
	Create a new document
	Use the undo, redo, and repeat functions
	Make text boxes
	Create tables
	Connect the form to the database via mail merge
	Copy components from pre-existing documents
	Configure Word

	This section explains how to extend Word’s toolba
	
	Extend the Toolbar


	The key to productive PCC+ template use is having the right tools at your fingertips.  Extending the standard Word toolbar to better meet the needs of the template facilitates this process. Customize your toolbars before creating a document.  It saves ti
	Open the Word application.
	Activate the Drawing toolbar.
	Click the View option on the main menu bar. A drop down menu appears.
	Click the Toolbars option.
	Verify that the drawing toolbar is active. (If there is a checkmark next to Drawing, it is activate.) If the drawing toolbar is not active, activate it by clicking the Drawing option in the drop down menu.  The drawing toolbar will appear on your scree
	Click the Tools option on the main menu bar. A drop down menu appears (Figure 2-1). Click the Customize option. The Customize window appears (Figure 2-2).
	�
	Figure 2-1: Expanding the Toolbar, Step 3

	Click the Commands tab (Figure 2-2).
	�
	Figure 2-2: Expanding the Toolbars, Steps 4-5

	Select a category from the categories list in the left column to view a set of available commands in the right column (Figure 2-2).
	Move a command to the toolbar.
	Click on a command to highlight it.
	Hold down the left mouse button to capture the command icon and drag it to the Drawing toolbar (Figure 2-3).
	Release the left mouse button and the icon appears on the toolbar.
	�
	Figure 2-3: Extending the Toolbars, Steps 5-6

	Each category houses different commands, which are represented by different icons:
	Suggested Commands to Add for Encounter Form Creation
	Category
	Command
	Icon
	Drawing
	Group
	�
	Ungroup
	�
	Regroup
	�
	Bring to front
	�
	Send to back
	�
	Free rotate
	�
	Crop
	�
	Tables
	Delete rows
	�
	Insert rows
	�
	Insert Columns
	�
	Format
	Grow font 1 pt
	�
	Shrink font 1 pt
	�
	Single spacing
	�
	1.5 spacing
	�
	Double spacing
	�
	File
	Page setup
	�
	Edit
	Repeat
	�
	Redo
	�
	View
	Fit to window
	�
	Show/hide formatting
	�
	Zoom 100%
	�
	The Standard toolbar should look like Figure 2-4and contain the following tools:
	File
	New
	Open
	Save
	Print
	Page Setup
	Print Preview
	Format
	Fit to Screen
	Fit Page in Window
	Zoom
	Show/Hide Formatting
	Tools
	Spelling Check
	Edit
	Cut
	Copy
	Paste
	Paste Format
	Undo
	Redo
	Repeat
	Table
	Insert Table
	Table and Borders
	Outside Borders
	Insert Row
	Remove Row
	Insert Column
	Remove Column
	Format
	Columns
	Drawing
	Drawing Toolbar
	View
	Magnifying
	Window and Help
	Microsoft Help
	�
	Figure 2-4: Standard Toolbar

	The Formatting toolbar should look like Figure 2-5 and contain the following tools:
	Format
	Style Selector
	Font Style Selector
	Font Size Selector
	Bold
	Italic
	Underline
	Word Underline
	Grow Font 1 Point
	Shrink Font 1 Point
	Align Left
	Align Center
	Align Right
	Align Justified
	Number
	Bullet
	Decrease Indent
	Increase Indent
	�
	Figure 2-5: Formatting Toolbar

	The Drawing toolbar should look like Figure 2-6 and contain the following tools:
	Drawing
	Group
	Ungroup
	Regroup
	Bring to Front
	Send to Back
	Free Rotate
	Crop
	Remove Row
	Insert Row
	Format
	Grow Font 1 Point
	Shrink Font 1 Point
	Single Space
	1.5 Space
	Double Space
	File
	Page Setup
	Edit
	Repeat
	Redo
	View
	Fit to Screen
	Format
	Line Style
	View
	Show/Hide Formatting
	Zoom 100%
	�
	Figure 2-6: Drawing Toolbar
	Additional Setup Changes


	There are three additional preparatory steps necessary to configure Word to create encounter forms.
	Select an HP series printer.
	Click Start > Settings > Printers.
	Select an HP series printer as the default printer while designing any PCC+ form.  If there is no HP printer listed, add one.
	Deactivate the drawing grid.
	Click the Draw option on the drawing toolbar. A drop down menu appears.
	Click the Grid option.
	Deactivate the Snap to Grid function, if necessary. (If the Snap to Grid function is activated, there is a checkmark next to it. Click the Snap to Grid option to remove the checkmark and deactivate this feature.)
	Change page margins.
	Click the File option on the menu bar. A drop down menu appears.
	Click the Page Setup option. The Page Setup window opens.
	Click the Margins tab. Type .4 in the Top field.  Type .5 in the Bottom field. Type .4 in the Left field. Type .5 in the Right field (Figure 2-7).
	Click the OK button on the Page Setup window to save your changes. This configures the template margins to correspond to the HP series printers.
	�
	Figure 2-7: Changing Page Margins
	Create a Document

	The first document, a page that looks like a sheet of notebook paper, provides the foundation for all encounter forms.
	Open a new page.
	Click the File option on the menu bar.  A drop down menu appears.
	Click the New option. A blank document appears.
	Format the font (Figure 2-8).
	Click the Format option on the menu bar. A drop down menu appears.
	Click the Font option. The Font window appears.
	Select the Arial Narrow option in the Font: field.
	Select the 16 option in the Size: field.
	Select the Gray – 25% option from the Color drop 
	Click the OK button at the bottom of the Font window to save your changes.
	�
	Figure 2-8: Formatting the Font

	Line the page (Figure 2-9).
	Click the � icon (show/hide formatting) on the toolbar. Characters or symbols appear for all Word keystrokes (e.g., paragraph marks, tabs, etc.).
	Press the tab key until you have arrows across one entire line.
	Highlight the line by positioning your cursor on the first arrow and while holding down the left mouse button, drag the cursor to the last arrow and release the button.
	Click the � icon (underline function) to create a line.
	Repeat this process for the entire page, creating a lined page. (Use the copy and paste function if desired.)
	�
	Figure 2-9: Creating a Lined Page

	Copy page one to page two.
	Highlight the page by pressing the Ctrl + A keys.
	Click the � icon (copy) on the standard toolbar.
	Place the cursor at the bottom of the first page and press the Ctrl + Enter keys.  This forces the creation of a new page.
	Place the cursor at the top of the new page and click the � icon (paste).  An exact copy of page one appears on page two.
	Redo and Repeat
	Before proceeding, it is useful to learn about the icons in the standard toolbar.

	Undo Icon: Allows a user to undo a mistake made and return to an earlier state.  Multiple levels of undoing are allowed. Just keep pressing the undo icon to repeal a series of changes made to the document.
	Redo Icon: Allows a user to “undo an undo.” Multi
	Repeat Icon: Allows you to repeat a single formatting change multiple times.  For example you can change the line thickness, shading, and font size in multiple sections of the document.  Just highlight the area you want to change and press the repeat ico
	�
	Figure 2-10: Undo, Redo, and Repeat Tools
	Text Boxes

	The next step is to superimpose additional design elements (also called components or objects) on top of the lines. The best approach is to put these elements in a container called a text box for easy positioning.
	
	Creating a Text Box


	Click the � icon (insert text box). Your cursor changes to a + when it is moved onto the paper.
	Position the cursor (+) at the upper left corner of the page.
	Click and hold the left mouse button and move the mouse toward the lower right corner of the page. The text box appears.  Make your box smaller or larger by dragging the corner with the mouse.
	When the box is the desired size, release the mouse button. The text box shows a border with slashes and resizing marks.
	
	Manipulating a Text Box


	All objects should be in text boxes for easy manipulation and positioning.  This section explains the text box mechanics required to manipulate and work with text boxes.
	
	
	Borders



	When a text box is highlighted, a border surrounds it. There are two types of borders: slashed and dotted. A slashed border indicates that the box only allows text editing. A dotted border indicates that the box will allow the entire text box to be manip
	For example, if the border is changed to a dotted border, the text box can be moved, copied, or deleted. You can also globally change the font of all the text within the box. If the border is changed to a slashed border, individual pieces of text within
	�
	Figure 2-11: Text Box Borders and Handles

	To activate the dot border: If there is no border on the text box, move the cursor over the edge of the textbox until the cursor changes to four pointers. Then left click and the dots appear.
	To activate a slashed border, place the cursor over the middle of the object and left click and slashes appear.
	To change the border from slashes to dots, move the cursor over the border until it changes to four pointers. Then left click and the slashes changes to dots. Review the instructions given previously for adjusting the formatting of all text within the bo
	
	
	Resizing and Moving



	The resizing marks allow you to make the text box
	Place the mouse indicator on a resize marker and left click. Continue to depress the button and move the cursor to change the size of the box. The entire text box may be moved by first highlighting it (clicking on the box until the dot border appears).
	Place the mouse position indicator on the border. A symbol of four pointers � appears. Press and hold the left mouse button and move the mouse. The text box also moves. When the box is in the desired location, release the mouse button. You can also nudge
	If the show/hide formatting feature (�) is active, an anchor appears in the margin of the document when the text box is highlighted. This anchor indicates the line of the document that the text box is attached to. If the line is moved, the anchor and t
	
	
	Changing the Contents of the Text Box



	To make global formatting changes to the contents of the box, activate the dot border. To add text to the box, click anywhere inside a text box to highlight it (make a slashed border appear). While the box has the slashed border, position the cursor in
	Delete the contents of a text box by highlighting the box with the slashed border.  Highlight the text you wish to delete by placing the mouse cursor at the beginning of the section. Press and hold the left mouse button and move the indicator over the it
	
	
	Wrapping Text Around the Text Box



	In order for the text boxes to position themselves correctly on the form, the text wrapping function needs to be adjusted. While the text box is highlighted with either the dotted or slashed border, the wrapping parameter may be changed.
	Highlight the text box that you wish to change the wrapping parameter for.
	Click the Format option from the menu bar. A drop down box appears.
	Click the Format Text Box option.  The Format Text Box window appears.
	Click the Layout tab in the Format Text Box window.
	Click the Advanced button at the bottom of the Format Text Box window. The Advanced Layout window opens (Figure 2-12).
	Click the Text Wrapping tab in the Advance Layout window.
	Click the In Front of Text option (Figure 2-12).
	�
	Figure 2-12: Setting Text Wrapping Properties
	
	Setting Text Box Borders



	Changing the Line Color
	A lined border can be added to or removed from a text box with the � icon (line function) on the drawing toolbar.
	Click on the text box and activate a dotted border.
	Click the line icon arrow (the down arrow to the right of the line icon). A drop down window with line selections appears (Figure 2-13).
	Click the No Line option and the border disappears (Figure 2-13).
	Repeat this process, this time setting the line color to black. The line reappears (Figure 2-13).
	�
	Figure 2-13: Selecting a Text Box Line Color

	Changing the Border Thickness
	To change the thickness of the border line:

	Click on the text box and activate a dotted border.
	Click the � icon (line thickness). A drop down window with line selections appears (Figure 2-14).
	Select the line thickness desired from the options that appear (Figure 2-14).
	�
	Figure 2-14: Selecting a Text Box Border Width

	Setting Text Box Fill Colors
	You can set the fill color of the text box with the fill color icon.  Since the encounter form is not printed in color, the color choices are limited to black, white, shades of gray, and no fill color (i.e., a transparent box).
	Click the text box and activate a dotted border.
	Click the fill color icon arrow (the down arrow to the right of the fill icon). A drop down window with fill color selections appears (Figure 2-15).
	Click the No Fill option and the text box becomes transparent (Figure 2-15).
	Repeat this process, this time setting the fill color to white. The text box becomes opaque.
	�
	Figure 2-15: Text Box Fill Color Selection

	Grouping Text Boxes
	To join two text boxes into a single object:
	Click the first text box and activate the dotted or slashed border.
	Press the Shift key and, while holding down the Shift key, left click the second text box.  Both boxes should be highlighted.
	Click the � icon (group) to join the text boxes into one object.
	Reverse this by highlighting the joined object and clicking the � icon (ungroup).
	Layering Text Boxes
	Click the first text box to be layered over another text box and click the � icon (bring-to-front).
	Click the second text box and click the � (send-to-back).
	Drag the text boxes so they partially overlay one another.
	Reverse the process by clicking the second text box and clicking the bring-to-front icon.
	Tables

	Always create tables within a text box so the table can be easily moved around the page.
	Create a text box. Leave the text box with a slashed border.
	Click the Table option on the menu bar.  The table drop down menu will appear (Figure 2-16).
	Click the Insert Table option on the Table menu. The Insert Table window opens.
	Type the number of columns desired in the Number of Columns field (Figure 2-16).
	Type the number of rows desired in the Number of Rows field.
	Type the column width desired in the Column Width field.
	Click the OK button to create the table.
	�
	Figure 2-16: Creating a Table in a Text Box

	Set the text box border selection to the No Line option. When working with the encounter form, the text box borders are not usually needed.
	
	Highlighting a Table


	Edit the table within the text box. Begin by highlighting the table. There are several methods you can use to highlight the table.
	To highlight the entire table
	Click the Table option on the menu bar.
	Click the Select Table option on the Table menu.
	Highlight one cell
	Move the cursor over left the border of the cell until an arrow appears.
	Click the left mouse button once the arrow appears.
	Highlight several cells
	Mover the cursor over left the border of the first cell until an arrow appears.
	Click the left mouse button on the first cell.
	Drag the mouse indicator to the last cell to be highlighted and release the mouse button.
	Highlight cells using the arrow keys
	Place the cursor in the first cell you wish to highlight.
	Press the Shift key and an arrow key. The cells highlights one at a time each time you press the arrow key.
	
	Changing Column Width and Row Height


	Click the Table option on the menu bar.
	Click the Table Properties option (or cell height and width in Windows 98).  The Table Properties window will open.
	Click the Row tab to change the row height (Figure 2-17).
	Click the Column tab to change the column width (Figure 2-17).
	Click the OK button to accept your changes and return to the highlighted table.
	The column width can also be changed by placing t
	�
	Figure 2-17: Table Row and Column Settings
	Splitting and Merging Cells


	Cells within a table may be split or merged. A merged cell appears as one cell that is larger then the surrounding cells. Merged cells are commonly used for the top row or tile of a title. Split cells appear as two or more smaller cells (either vertical
	To Merge Cells
	Highlight the cells to be merged.
	Click the Table option on the menu bar.
	Click the Merge Cells option on the Table menu. The dividing lines disappear between the cells. Text can be added across the entire cell or centered within the cell.  To center text in a merged cell, highlight the text and click the � icon (align center
	Typically, the title row \(the table’s top row\�
	To Split Cells
	Highlight the cells to be split.
	Click the Table option on the menu bar.
	Click the Split Cells option on the Table menu.  The Split Cell window will open.
	Type the number of columns and rows to split the cell in to. Click the OK button at the bottom of the Split Cell window.
	
	Setting Table Borders


	Individual lines surrounding a table or the entire border surrounding a table may be removed (or added) using the border icon on the standard toolbar (Figure 2-18).
	�
	Figure 2-18: Table Border Selection Tool

	Highlight the table you wish to set the borders for.
	Click the border icon. A drop down box with border options opens (Figure 2-18).
	To add or remove the top, bottom, right, left or internal border, click the icon that shows the border to be added or eliminated.
	
	Shading a Table


	It is easier to read a table if every other row is a slightly different shade.
	Highlight the first row you wish to shade.
	Click the Format option on the menu bar.

	Click the Borders and Shading option on the Format menu. The Borders and Shading window opens.
	Click the Shading tab.
	Click a light shade of gray (gray at 10% or 15%) from the Fill field.  Gray at 15% works best if you intend to make photocopies of the document, retaining the shading in the copy but not copying so dark that the text is unreadable.
	Click the OK button in the Borders and Shading window to return to the table.
	Position the cursor in the next line you wish to shade and click the � icon (repeat).
	Continue with this procedure until all lines that require shading have been formatted.  The end result will look similar to Figure 2-19.
	�
	Figure 2-19: Shading a Table
	Adding or Deleting Rows


	Adding and removing rows from a table is a simple process.
	To add a row:
	Move the cursor to the bottom row of the table.
	Click the � icon (insert row) to add a row to the table.
	To remove a row:
	Position your cursor on any part of a row.
	Click the � icon (delete row) to delete the row from the table.
	
	Practice Exercise


	Test your skills. Using the techniques you have just learned, recreate the objects shown blow. (Tip: For the vital signs object, begin by putting a table or tables in a text box.)
	Item One
	Item Two
	Mail Merge

	The next procedure to learn is performing a successful mail merge. Mail merge is a method of connecting a Word document to a database. In this case, an encounter form will be connected to patient data, user preferences, and site preferences stored in the
	
	Mail Merge Headers


	First, attach header and data files to your form to create a mail merge document (Figure 2-20).
	Click the Tools option from the menu.
	Click the Mail Merge option on the Tools menu. The Mail Merge Helper window opens.
	Click the Create button in the Mail Merge Helper window. A drop down menu opens.
	Click the Form Letters option in the drop down menu. A window opens.
	Click the Active Window button in the new window. The Mail Merge Helper window returns to the front.
	Click the Get Data button in the Mail Merge Helper window. A drop down menu opens.
	Click the Header Options option on the drop menu.  The Header Option window opens (Figure 2-21).
	�
	Figure 2-20: Mail Merge, Inserting a Header, Steps 1-7

	Click the Open button to specify a header. The Open window appears (Figure 2-21).
	Select the All Files option in the Files of type: field.
	Select the header source c:\ilc\templates\ef_header.txt.
	Click the Open button. The Mail Merge Helper window returns to the front.
	Click the Get Data button on the Mail Merge Helper window again. A drop down menu appears.
	Click the Open Data Source option on the drop down menu. The Open Data Source window opens.
	Click the Word Documents option in the Files of type: field.
	Navigate to the c:\ilc\print\efdata.doc file.  The Header Record Delimiters window opens.
	Select the caret (^) option in the Field delimiter field and click the OK button. The Mail Merge Helper window returns to the front.
	�
	Figure 2-21: Mail Merge, Inserting a Header, Steps 8-16

	Click the Close button. The encounter form is now able to use mail merge. The mail merge toolbar should now be visible (Figure 2-22).
	�
	Figure 2-22: Mail Merge Toolbar
	Fields


	The next step is to actually move fields on to the encounter form.
	Create a text box. With a shaded border, move the cursor to the upper right hand corner of the text box.
	Click the � icon on the mail merge toolbar or press the Alt + Shift + F keys. A list of possible fields will appear. Use the page down and arrow keys to easily navigate the lengthy list. (Refer to Appendix B for a full description of this list.)
	NOTE: Due to a bug in Word 2000, the Insert Merge Field icon does not work if there are more than 1024 fields attached to the document. Most documents you will work with have at least that many fields. Fortunately, there is a work around. Instead of clic
	Double click on the field name patient. The patie
	To view the merged component, click on the � icon (view merge data) on the mail merge toolbar. The mail mere fields change to normal text.
	�
	Figure 2-23: Inserting Mail Merge Fields, Steps 1-4

	To review the data source, place the cursor anywhere on the page but not inside a table. Click the � icon (edit data source function) located on the Mail Merge toolbar.
	If a field value is not present in the database, nothing will print on the form.  There will just be a blank space.
	
	Practice Exercise

	To practice the information just learned, try the following exercise.

	Part One: Follow the steps shown below in Figure.
	�
	Figure 2-24: Mail Merge Practice Exercise, Part 1

	Part Two: Insert the fields p1c-p20c and p1-p20 as shown in Figure 2-25. Then click the merge icon to bring in data from the PCC database as outlined in Figure 2-25.
	�
	Figure 2-25: Mail Merge Practice Exercise, Part 2
	Copying Components

	It is possible to copy pre-existing components fr
	
	Method One


	Create a blank document and convert it to notebook paper (line the page).
	Open a document that contains the components desired (source document).  Toggle between the two documents by selecting the Window option on the menu bar. There is a list of open documents at the bottom of the Window drop-down menu. The document current
	�
	Figure 2-26: Toggling Between Open Documents

	Go to the source document. Turn off mail merge by clicking on the mail merge icon. The document reverts to a display of only field names bracketed by chevrons. Mail merge must be off before copying and pasting items from the source document to the new do
	Highlight the object to be copied from the source document. Click the copy icon (Figure 2-27).
	�
	Figure 2-27: Copying Components, Method One

	Open the new encounter form.  Paste object to document by clicking the Paste icon on the toolbar.  Resize the items as needed using the resizing boxes (Figure 2-28).
	�
	Figure 2-28: Copying Components, Method One, Step 5
	Method Two


	An alternate way to copy components is to use the drag and drop method. The steps below present an example of how to use this copy method when working with a two-page source document.
	Open the form that contains the components desired for the new encounter form.
	Save the document as the name of the new form.
	Move the cursor to the top of the second page of the form by placing the cursor anywhere on the first page and press the Ctrl + Page Down keys.
	When the cursor is repositioned, press the Ctrl + Enter keys.  This will force the creation of a new blank page after page one.
	Repeat this process to create a second blank page after the last page of the form.
	Make notebook paper on both blank pages (line the pages).
	Click the View option on the menu bar (Figure 2-29).
	Click the Zoom option.  The Zoom pop-up window appears.
	Click the Many Pages option on the left side of the Zoom pop-up window.
	Highlight page one and two so that two pages are visible at a time. The idea is to pair a notebook paper (target) page with a source page.
	Click the OK button at the bottom of the Zoom pop-up window.
	Highlight the component to be copied.
	Move the cursor over the slashed border until the cursor turns to four pointers.
	Right click and drag \(i.e., right click and kee
	Click the Copy Here option in the pop-up window and the component is copied onto the lined paper.
	Repeat the process until all required objects are copied on the lined paper.  Delete the source pages and fine-tune the target pages.
	�
	Figure 2-29: Copying Components, Method Two

	There are currently dozens of encounter forms that have been developed in the Indian Health Service.  Some of these forms are available in the directory c:\ilc\templates. One particularly useful template is wic_template.doc. This template can be attach
	Defining User and Site Preferences
	One of the key advantages of the new encounter form is that it can be highly customized to reflect individual patient needs as well as the local clinic needs. Individual providers can specify up to 60 of their preferred diagnoses on a single form. In add
	The site manager can also specify orderables. An orderable is something that can be ordered by a provider, and it is usually associated with a CPT code. There are eight different classes (exams, treatments, injections, radiology exams, injections, suppl
	Note that customized lists of diagnoses are provider specific and customized lists of orderables are site-specific. Different sets of utilities are used to maintain the lists of preferred diagnoses and preferred orderables. This section describes how lis
	ICD9 Preferences: Diagnoses

	The PCC+ package contains several utilities for generating, editing and saving lists of diagnostic preferences. A list of preferred diagnoses is generated in three stages:
	The site manager invokes special RPMS data mining software to extract the top 100 diagnoses for individual providers, specific provider groups (e.g., pediatricians) and/or all providers at the site.
	This list is refined and edited using a version of Microsoft Excel that is enhanced with special macros (Windows-based utility).
	The list is exported to the RPMS server where additional refinements can be made using a PCC+ utility (MUMPS-based utility).
	The lists are ultimately stored in the file VEN EHP ICD PREFERENCES. The contents of this file determine exactly what is printed in the preferred diagnoses section of the encounter form.
	
	Mining the RPMS System for User ICD Preferences


	From the PCC+ Managers Menu:
	Type EXTR at the Select Manager’s menu for encoun
	Type the date to begin the search with at the Enter Beginning Date: prompt.
	Type the date to end the search with at the Enter Ending Date: prompt.
	The duration of the date range determines the size of the sample. If extracting data for all providers at a large medical center, a 30-day range (T-30) should be adequate. If extracting data for a single provider, six months (T-180) or more will suff
	Type the appropriate class \(Individual Provider
	Select the data source that matches the clinic where PCC+ will initially be implemented.  For example, if EH is being set up in the Pediatrics Clinic, select PEDIATRICIANS.  If the PCC+ is being put in a general clinic, select PHYSICIANS.
	You may limit the sample to a specific clinic or generate a sample from all clinics.
	Type Y at the Are You Sure You Want To Proceed? Prompt.
	The extraction process takes anywhere from 3 – 30
	This process generates the raw list for the designated provider(s) of the top 100 diagnoses across eight demographic categories (i.e., a list of 800 diagnoses). The extraction process stores this list in a file named ilc_icd1.txt.  The location of th
	FTP the file to c:\ProgramFiles\ILC\ILC FORMS PRINT SERVICE\CODES\. This places the data on the print server. If this step is not done, a run time error occurs when the ICD codes are imported.
	
	Editing Preferences with Excel


	Import the raw data and do preliminary edits.
	Sort the data by demographic group.
	Export the data to a text file.
	Initial experience suggests that up to 40% of the historical codes extracted with this utility are not optimal and therefore require modification. Edit codes with the assistance of an expert coder. Eliminate invalid codes, split single codes into multipl
	Step 1: Import ICD Codes
	Open Excel.
	Click the ICDImport button to begin the sort process. A list of ICD codes and narratives appears on the screen (Figure 3-1).
	Column A contains the ICD9 codes. The spreadsheet is sorted by Column A in ascending numeric order.
	Column B contains the most common provider narrative associated with the code. Column C contains the official ICD9 narrative associated with the code.
	Ignore column D-M.
	Auto format the spreadsheet to provide better visibility of the contents of all columns (Figure 3-1).
	Click the empty cell above the row labeled 1 and to the left of the column labeled A.
	Click the Format option on the menu bar.
	Click the Column option on the Format menu.  The Column Formatting menu appears.
	Click the AutoFit Selection option on the Column menu. The column widths are automatically adjusted.
	The maximum number of characters allowed for any provider narrative is 27.
	�
	Figure 3-1: Inserting ICD-9 Codes

	Change any codes necessary (Figure 3-2).
	Click the cell and type the correction in the text box at the top of the spreadsheet.
	Warning: Do not make any changes to columns D-M.
	�
	Figure 3-2: Editing ICD-9 Codes

	Delete any rows necessary (Figure 3-3).
	Right click on the row number located in the far left hand column. A drop down menu opens.
	Click the Delete option. The row disappears.
	Warning: You may delete rows or edit user narrative / codes, but do not add any rows until the next step.
	�
	Figure 3-3: Deleting Rows in Excel

	Save the changes.  If you end the editing process to continue it later, be sure to save the file in Excel format as an .xls document. If you save the document as a text (.txt) document, it cannot export your changes and all of the work put into the doc
	Step 2: Sort ICD Codes
	Once the necessary changes have been made, it is time to sort the data.
	Click the ICDSort button. The data is sorted into eight separate spreadsheets for each category in the following table.
	Category
	Age Range
	Infants
	0-2 Years
	Pediatrics
	2-11 Years
	Adolescent Female
	12-17 Years
	Adolescent Male
	12-17 Years
	Adult Female
	18-64 Years
	Adult Male
	18-64 Years
	Senior Female
	65+ Years
	Senior Make
	65+ Years
	�
	Figure 3-4: Sorting ICD Codes

	Click the Infant Codes tab.
	This spreadsheet contains five columns: Column A: ICD code; Column B: code narrative; Column C: official ICD narrative; and Column D: frequency. Ignore column E (Figure 3-4).
	The maximum number of characters for column B is 27. (Only the first 27 characters from column B will appear on the encounter form.)
	Note that the spreadsheet is sorted by Column D, the frequency of occurrence in descending order.
	Edit and delete entries as before.
	Always insert new entries at row 1.
	Never make any entries or changes to columns C, D or E.
	When you have finished adding new entries, delete all rows numbered 55 and higher. The default encounter form can only hold 54 preferences per demographic category.
	Sort the entries by code or narrative. This step is optional (Figure 3-5).
	Press the Ctrl + A keys or click on the blank square in the upper left hand corner of the spreadsheet. The entire spreadsheet is highlighted.
	Click the Data option on the menu bar.
	Click the Sort option on the Data menu. The Sort window appears.
	Make sure that the radio button marked “No header
	Select the column to sort with (A or B) and the sort order (Ascending). Click the OK button and the sort will run.
	Save the change, if you need to stop the editing process and return later, being sure to save it in Excel format (.xls document). If you save it as a text (.txt) document, you will not be able to export your changes.
	�
	Figure 3-5: Setting Sort Criteria for ICD Codes

	When the process for the infant spreadsheet is complete, repeat the procedure for the other seven demographic categories.  Ignore the tab marked ICD9 Codes. Before exporting the data, review each spreadsheet, reduce it to 54 codes, and sort it alphabetic
	Step 3: Export ICD Codes
	The final step is to export the codes back to the PCC+ database on the RPMS server. The data resorts itself into one master document. This final sort may take several minutes.
	Click the ICD Export button.  Click the Yes button if you are asked if you wish to replace the existing file IDC_ICD2 (Figure 3-6).
	Save the changes.
	Click the Yes button.
	Click the Save button.
	�
	Figure 3-6: Exporting ICD Codes, Steps 1-2

	Move the file ILC_ICD2.txt, located on the print server in: C:\Program Files\ILC\ILC Forms Print Service\Codes, to the RPMS server using FTP or a floppy disk.
	If the Server is running UNIX, restore it to the public directory: /usr/spool/uucppublic/.  If it is running Windows, restore it to c:\ilc\.  This path must match the one recorded in the PATH TO PREFERENCE FILES field of the VEN EHP CONFIGURATION file.
	Open the menu VENMENU on the RPMS server.
	Type MGR at the “Select New encounter form Option
	Type ICD at the “Select Manager’s Menu for encoun
	Name the provider if asked to assign the preferences to a specific provider. The VEN EHP ICD PREFERENCES file is now populated. This means that provider preferences can now appear on the new encounter form.
	
	Fine Tuning the ICD List


	The previous section explained how to mine the RPMS database to extract provider preferences. This section details how to copy preferences from one provider to another and how to customize (add, edit, delete) preferences for final presentation on the e
	Type EDI at the “Select Manager’s Menu for encoun
	Type the encounter form name to be worked on at t
	Type the name of the provider whose preferences a
	Type the number corresponding to the demographic 
	Type the editing function to be preformed at the �
	Function
	Explanation
	ADD
	Add a new entry to the list
	EDIT
	Edit the narrative or ICD code or a single entry in the list.
	DELETE
	Delete an entry from the list.
	COPY
	Copy the entries of one provider to another
	SUBMIT
	Submit the draft list for final entry into the VEN EHP PREFERRED ICD FILE and close the transaction.  This item is mandatory.  If it is not selected, all edits will be ignored.
	NEXT LIST
	Open up a new list for editing.
	QUIT
	Quit this utility
	Perform the desired edits. Details on performing edits are listed above.
	Type Y at the “Are you sure everything is OK?:” p
	Type Submit at the “Your choice: \(A/E/D/C/S/N/Q
	Select the sort option preferred (type A to alphabetize the list, type C to sort the list by code, type S to save the list as is). Press the Return key.
	Installation Utilities ...
	INS
	MGR    Manager's Menu for encounter forms ...
	PRNT   Print Forms ...
	Select New encounter form Option:  MGR
	PRNT   Print Forms ...
	MON    Monitor Print Deamon
	GO     Start Print Deamon
	STOP   Stop the Print Deamon
	ICD    Import ICD Preferences from Excel
	EXTR   Extract Preferences from PCC Database
	SYS    Edit Orderables
	QUE    Monitor the Check-In Queue
	EDI    Edit ICD Preferences
	Select Manager's Menu for encounter forms Option: EDI
	Encounter form name:    BBC MEDICAL
	Provider:    BBC,GENERIC PROVIDER
	Select one of the following:
	1         Infants
	2         Children
	3         Teen Males
	4         Teen Females
	5         Adult Males
	6         Adult Females
	7         Senior Males
	8         Senior Females
	Patient group: 1
	There is room for 54 entries on this form and you have selected 5 entries
	BBC MEDICAL/BBC,GENERIC PROVIDER/Infants
	1    Well child exam V20.2
	2    URI 465.9
	3    Acute superlative otitis media 382.00
	4    Cough 786.2
	5    Dermatitis 692.9
	Select from 'ADD', 'EDIT', 'DELETE', 'COPY', 'SUBMIT', 'NEXT LIST', 'QUIT'
	Your choice:  (A/E/D/C/S/N/Q):
	Figure 3-7: Fine Tuning ICD Selection

	Add / Edit a Preference
	When adding or editing a preference the provider 
	Adding a Code
	Type A \(for add\) at the “Your choice: \(A/E�
	Type the entry name at the “Name of entry:” promp
	Type the new ICD Code at the “ICD Code:” prompt a
	Your choice:  (A/E/D/C/S/N/Q): A
	Insert new entry at what position? (1 - END of list): END// END of list
	Name of entry: Impetigo
	ICD Code: 684.
	1    Well child exam V20.2
	2    URI 465.9
	3    Acute otitis media 382.00
	4    Cough 786.2
	5    Dermatitis 692.9
	6    Impetigo 684.
	Want to add another entry? Yes// NO  (No)
	There is room for 54 entries on this form and you have selected 11 entries
	BBC MEDICAL/BBC,GENERIC PROVIDER/Infants
	Figure 3-8: Adding an ICD Code

	Editing a Code
	Type E \(for edit\) at the “Your choice: \(A/�
	Type the position number of the code you wish to 
	Edit the name/ narrative information and press the Return key.
	Edit the ICD code and press the Return key.
	Your choice:  (A/E/D/C/S/N/Q): EDIT
	Edit entry from what position:  (1-56): 3
	Name of entry: Acute otitis media  Replace Acute With Acute superlative  Replace
	ICD Code: 382.__//
	1    Well child exam V20.2
	2    URI 465.9
	3    Acute superlative otitis media 382.00
	4    Cough 786.2
	Dermatitis 692.9
	Impetigo 684.
	Want to edit another entry? Yes// NO  (No)
	Figure 3-9: Editing an ICD Code

	Deleting a Code
	Type D \(for delete\) at the “Your choice: \(�
	Type the position number of the code you wish to 
	Type Y at the “Sure you want to delete [diagnosis
	Your choice:  (A/E/D/C/S/N/Q): DELETE
	Delete entry from what position:  (1-11): 5
	Sure you want to delete Dermatitis? Yes//
	Figure 3-10: Deleting a Code

	Copy a Preference
	Copying ICD codes through this option means appen
	Type C \(for copy\) at the “Your choice: \(A/�
	Type the name of the provider you wish to copy th
	Type the number that corresponds to the patient g
	Type the name of the target list \(the list you 
	Your choice:  (A/E/D/C/S/N/Q): COPY
	Enter name of provider to copy from =>
	Provider:    IHS,GENERIC PROVIDER
	Define the Patient Group to copy from =>
	Select one of the following:
	1         Infants
	2         Children
	3         Teen Males
	4         Teen Females
	5         Adult Males
	6         Adult Females
	7         Senior Males
	8         Senior Females
	Patient group: 1
	BBC MEDICAL/IHS,GENERIC PROVIDER/Infants
	1   Seasonal allergies 477.0
	2   Acute bronchitis 466.0
	3   Asthma w/o status asthmaticus 493.90
	4   Teething syndrome 520.7
	5   Vomiting 787.03
	6   Atopic dermatitis 691.8
	Target list: BBC MEDICAL/BBC,GENERIC PROVIDER/Infants
	There is room for 54 entries on this form and you have selected 11 entries
	BBC MEDICAL/BBC,GENERIC PROVIDER/Infants
	1    Well child exam V20.2
	2    URI 465.9
	3    Acute superlative otitis media 382.00
	4    Cough 786.2
	5    Impetigo 684.
	6    Seasonal allergies 477.0
	7    Acute bronchitis 466.0
	8    Asthma w/o status asthmaticus 493.90
	9    Teething syndrome 520.7
	10   Vomiting 787.03
	11   Atopic dermatitis 691.8
	Figure 3-11: Copying ICD Codes

	Submit a Preference
	You must always submit your changes or all editing will be ignored.
	Your choice:  (A/E/D/C/S/N/Q): SUBMIT
	The following list will be saved: BBC MEDICAL/BBC,GENERIC PROVIDER/Infants
	1    Well child exam V20.2
	2    URI 465.9
	3    Acute superlative otitis media 382.00
	4    Cough 786.2
	5    Impetigo 684.
	6    Seasonal allergies 477.0
	7    Acute bronchitis 466.0
	8    Asthma w/o status asthmaticus 493.90
	9    Teething syndrome 520.7
	10   Vomiting 787.03
	11   Atopic dermatitis 691.8
	Are you sure everything is OK? Yes// Y  (Yes)
	Select one of the following:
	A         ALPHABETIZE THE LIST AND SAVE
	C         SORT BY CODE AND SAVE
	S         SAVE
	Your choice: A
	Figure 3-12: Submitting ICD Code Changes/ Additions
	Clone ICD9 Preferences


	Type MGR \(Manager’s Menu for encounter forms . 
	Type CLON \(Clone a set of ICD preferences\) a�
	Type the provider name that you’d like to copy th
	Press the Return key or type YES at the “Are you 
	ILC ENC FORM/HLTH SUMMARY V1.1:  New encounter form
	LOCATION:  SELLS HOSPITAL/CLINIC                  USER:  SHORR,GREG
	---------------------------------------------------------------------
	INS    Installation Utilities ...
	MGR    Manager's Menu for encounter forms ...
	PRNT   Print Forms ...
	Select New encounter form Option: MGR
	PRNT   Print Forms ...
	MON    Monitor Print Deamon
	GO     Start Print Deamon
	STOP   Stop the Print Deamon
	ICD    Import ICD Preferences from Excel
	EXTR   Extract Preferences from PCC Database
	SYS    Edit Orderables
	QUE    Monitor the Check-In Queue
	CLON   Clone a set of ICD preferences
	DICD   Delete a users ICD preferences
	EDI    Edit ICD Preferences
	Select Manager's Menu for encounter forms Option: CLON
	*****  USER PREFERENCE CLONER FOR DIAGNOSES  *****
	Copy preferences from: IHS,GENERIC PROVIDER
	Copy preference to: QUICK,SHAWN
	Are you sure? Yes// YES
	One moment please…..
	DONE!
	Figure 3-13: Clone a Set of ICD Preferences
	Delete a User’s ICD9 Preferences


	Type MGR \(Manager’s Menu for encounter forms . 
	Type DICD \(Delete a users ICD preferences\) a�
	Type the provider name that you’d like to delete 
	Press the Return key or type YES at the “Are you 
	ILC ENC FORM/HLTH SUMMARY V1.1:  New encounter form
	LOCATION:  SELLS HOSPITAL/CLINIC                  USER:  SHORR,GREG
	---------------------------------------------------------------------
	INS    Installation Utilities ...
	MGR    Manager's Menu for encounter forms ...
	PRNT   Print Forms ...
	Select New encounter form Option: MGR
	PRNT   Print Forms ...
	MON    Monitor Print Deamon
	GO     Start Print Deamon
	STOP   Stop the Print Deamon
	ICD    Import ICD Preferences from Excel
	EXTR   Extract Preferences from PCC Database
	SYS    Edit Orderables
	QUE    Monitor the Check-In Queue
	CLON   Clone a set of ICD preferences
	DICD   Delete a users ICD preferences
	EDI    Edit ICD Preferences
	Select Manager's Menu for encounter forms Option: DICD
	*****  DELETE A USERS ICD PREFERENCES  *****
	Delete preferences from: QUICK,SHAWN
	Are you sure? Yes//
	One moment please….
	DONE!
	Figure 3-14: Deleting a User's ICD Preferences
	CPT Preferences: Orderables

	The previous section details how to generate a list of provider-specific ICD preferences to customize the encounter form. This section explains how to generate a list of site-specific preferences for orderables to use on the customized encounter form. Or
	The process of generating and fine-tuning the lists of orderables is similar to the process of generating lists of provider diagnostic (ICD) preferences with two important exceptions.
	Do not mine the database to generate the list of orderable preferences. These preferences are contained in the table VEN EHP ORDERABLES when the PCC+ package is installed.
	There are only four demographic categories for orderables: infants, children, adult females, and adult males. There are eight demographic categories for diagnostic preferences.
	
	Generating a Standard Set of Orderables


	The standard set of orderables is included in the file ven_0110.t2g. (It is not necessary to extract historical data, as with the ICD preferences, to generate the list.) When the globals in this file are restored, the file VEN EHP ORDERABLES will be po
	
	Fine Tuning the List of Orderables


	The RPMS server-based tools for fine-tuning the list of orderables are virtually identical to the tools for fine-tuning the list of preferred diagnoses (3.1.3).
	Type MGR at the “Select New encounter form Option
	Type SYS at the “Select Manager’s Menu for encoun
	Type the encounter form name at the “Encounter fo
	Type the section of the form to be worked on at t
	Type the name of the patient group to be worked on. From this point on you can add, delete, edit, copy, and submit entries exactly as you did with the ICD preferences.
	Type the editing function to be performed at the �
	INS    Installation Utilities ...
	MGR    Manager's Menu for encounter forms ...
	PRNT   Print Forms ...
	Select New encounter form Option: MGR
	PRNT   Print Forms ...
	MON    Monitor Print Deamon
	GO     Start Print Deamon
	STOP   Stop the Print Deamon
	ICD    Import ICD Preferences from Excel
	EXTR   Extract Preferences from PCC Database
	SYS    Edit Orderables
	QUE    Monitor the Check-In Queue
	EDI    Edit ICD Preferences
	Select Manager's Menu for encounter forms Option: SYS
	*****  USER PREFERENCE MANAGER  *****
	Encounter form name:    BBC MEDICAL
	Section of form: ??
	Choose from:
	EXAMS
	IMMUNIZATIONS
	INJECTIONS
	LAB TESTS
	PATIENT EDUCATION
	RADIOLOGY EXAMS
	SUPPLIES
	TREATMENTS
	Section of form: EXAMS
	Select one of the following:
	1         Infants
	2         Children
	3         Adult Males
	4         Adult Females
	Patient group: 1
	There is room for 10 entries on this form and you have selected 9 entries
	BBC/EXAMS/INFANTS
	1    DDST 96111
	2    EKG 93005
	3    Hearing V5008
	4    LP 62270
	5    PPD 86580
	6    Rectal Exam 50605
	7    Tympanometry 92567
	8    Vision 99173
	9    Well Baby Exam
	Select from 'ADD', 'EDIT', 'DELETE', 'COPY', 'SUBMIT', 'NEXT LIST', 'QUIT'
	Your choice:  (A/E/D/C/S/N/Q):
	Figure 3�15: Fine Tuning The List Of Orderables,�

	Perform the necessary edits (Figure 3-16).
	Type Submit at the “Your choice:  \(A/E/D/C/S/N/
	Select the sort option preferred \(type A to alp
	Select from 'ADD', 'EDIT', 'DELETE', 'COPY', 'SUBMIT', 'NEXT LIST', 'QUIT'
	Your choice:  (A/E/D/C/S/N/Q): ADD
	You have room for 1 more entry
	Insert new entry at what position? (1 - END of list): END// END of list
	Name of entry: PDQ
	CPT Code: 996111
	1    DDST 96111
	2    EKG 93005
	3    Hearing V5008
	4    LP 62270
	5    PPD 86580
	6    Rectal Exam 50605
	7    Tympanometry 92567
	8    Vision 99173
	9    Well Baby Exam
	10   PDQ 996111
	Want to add another entry? Yes// NO
	Select from 'ADD', 'EDIT', 'DELETE', 'COPY', 'SUBMIT', 'NEXT LIST', 'QUIT'
	Your choice:  (A/E/D/C/S/N/Q): SUBMIT
	The following list will be saved: BBC/EXAMS/INFANTS
	Are you sure everything is OK? Yes// YES
	Select one of the following:
	A         ALPHABETIZE THE LIST AND SAVE
	C         SORT BY CODE AND SAVE
	S         SAVE
	Your choice: A
	Figure 3�16: Fine Tuning The List Of Orderables,�
	Number of Entries Allowed


	The maximum possible number of preferences that can be included on the form is shown in parentheses in the second column of Figure 50. This number is limited by the contents of the header file ef_header.txt. Customized forms may contain fewer entries.  F
	Header
	Parameter
	Description
	PRB
	Max Problems (20)
	The maximum number of active problems and past purposes of visit allowed on this form
	POV
	Max Diagnostic  Preferences (60)
	The maximum number of diagnostic purpose of visit preferences allowed on this form (ICD codes)
	EXA
	Max Diagnostic Exams (20)
	The maximum number of diagnostic exams allowed on this form.(CPT codes)
	IMM
	Max Immunizations (10)
	The maximum number of diagnostic exams allowed on this form.(CPT codes)
	INJ
	Max Injectables (20)
	The maximum number of injectables allowed on this form.(CPT codes)
	LAB
	Max Lab Tests (20)
	The maximum number of lab test allowed on this form.(CPT codes)
	EDU
	Max Patient Education Topics (20)
	The maximum number of patient education topics allowed on this form.(CPT codes)
	RAD
	Max Radiological  Exams (25)
	The maximum number of radiological exams allowed on this form.(CPT codes)
	SUP
	Max Supplies (15)
	The maximum number of supplies allowed on this form.(CPT codes)
	TRT
	Max Treatments (20)
	The maximum number of treatments allowed on this form.(CPT codes)
	Figure 3-17: Orderables
	Create Multiple Order Sets Via Cloning


	An “order set” consists of a related group of ord
	PCC+ Version 1.1 was only capable of utilizing a single order set covering the four demographic groups.  Version 1.2 is capable of utilizing multiple order sets, and each individual order set can be associated with specified encounter form templates.  Fo
	To create a new order set, begin by cloning an existing set of orders.  The very first time you do this, the primary set of orders (the order set that is distributed with PCC+) will be automatically initialized so that it can be cloned.  From that poin
	If an order set is no longer needed, it can be de
	The following figure show how the cloning process is completed.  Begin at the PCC+ Managers Menu.
	CLON   Clone a set of ICD preferences
	CORD   Clone Orderable Set
	DICD   Delete a users ICD preferences
	DORD   Delete an Orderable Set
	EDI    Edit ICD Preferences
	RES    Reset and restart PCC+
	Select Manager's Menu for encounter forms Option: CORD
	No order sets have been created yet...
	You must initialize the primary order set before it can be cloned.
	Want to initialize the primary order set? Yes//   (Yes)
	Name of primary orderable set: INTERNAL MEDICINE CLINIC
	Are you adding 'INTERNAL MEDICINE CLINIC' as
	a new VEN EHP ORDERABLE SET (the 2ND)? Y  (Yes)
	OK, all current orderables will be associated with INTERNAL MEDICINE CLINIC
	All existing templates will be linked to this order set as well
	In the future, all new templates must be linked to an order set
	Are you sure you want to go on? Yes//   (Yes)
	One moment please....................
	Done!
	Enter the name of the new Set of Orderables:
	-----------------------------------------------------------------------
	CLON   Clone a set of ICD preferences
	CORD   Clone Orderable Set
	DICD   Delete a users ICD preferences
	DORD   Delete an Orderable Set
	EDI    Edit ICD Preferences
	RES    Reset and restart PCC+
	Select Manager's Menu for encounter forms Option: DORD
	Delete what order set: ??
	Choose from:
	GENERIC
	INTERNAL MEDICINE CLINIC
	Delete what order set: INTERNAL MEDICINE CLINIC
	Are you sure you want to delete this orderable set? Yes//   (Yes)
	Orderable set deleted!
	The following templates are no longer linked to an order set:
	WARM SPRINGS MEDICAL
	CROW TEST
	TEST
	BBH WALKIN CLINIC
	Press any key to continue:
	Figure 3-18: Creating Multiple Order Sets

	How to Generate Documents
	This section is for the front desk clerk. It describes how to use the PCC+ check-in module that generates all the new documents. A formal check-in process is required to generate an encounter form, health summary, and Outguide. The module presents the cl
	NOTE: All clinical information in the PCC is asso
	Selecting a Menu Item

	All check-in clerks should receive a key from the site manager to view the PCC+ check-in menu.
	ILC ENC FORM/HLTH SUMMARY V1.1:  Print Forms
	LOCATION:  SELLS HOSPITAL/CLINIC                  USER:  SHARP, MARTIN
	----------------------------------------------------------------------
	ALL    Print encounter form, health summary, Outguide
	EF     Print encounter form
	HS     Print health summary
	OG     Print OutGuide in Medical Records
	DEMO   Print Demo (for learning only)
	Select Print Forms Option: ALL
	Figure 4-1: PCC+ Printing Options

	The first choice “ALL” is the one that is used 99
	Identifying the Patient

	The first question in the check-in dialogue asks you to identify the patient. Enter the name in the format LASTNAME,FIRSTNAME. Note that there is no space after the comma. You can also enter a partial name, and you are presented with a short list of choi
	Select Print Forms Option: ALL  Print encounter form, health summary, Outguide
	Welcome to the PATIENT CHECK-IN MODULE....
	Patient:    WATERMAN,RAE               F 11-10-60 000120001   SE 100003
	OR
	Patient:    WATERMAN,R
	OR
	Patient:    11/10/60
	OR
	Patient:    100003
	OR
	Patient:    000120001
	Figure 4-2: Alternate Methods of Selecting a Patient

	After identifying the patient, you may be asked if you want to update demographic and insurance information. Some sites elect not to enable this function. If you are using a demo patient, this question is skipped.
	Update demographics/insurance info? Yes// YES
	Patient: WATERMAN,RAE
	SSN: 000120001
	HOME PHONE: 602-555-0001
	OFFICE PHONE:
	Address: 777 N. 33RD ST.
	DOUGLAS, ARIZONA 88776
	SSN, Phone or Address Change? N//
	Private Ins.:
	BLUE CROSS
	(Policy Holder:  )  MAY 27, 1990  to
	Any 3rd Party Rescource Changes? N//
	Employer:    Status: FULL-TIME
	Any Changes in Employment? N//
	Figure 4-3: Editing Patient Demographics, Insurance, and Employment Information

	As you can see, it is possible to edit three sections: demographics, private insurance and employment. If you want to change any values, type YES.
	Specifying Clinic and Provider

	By specifying the clinic and provider, you determine where the forms are to be printed and how they are to be customized by provider preferences. When in doubt, type a ?? to see the possible choices. Provider names must be entered in the format: LASTNAME
	Clinic: // ??
	Choose from:
	PEDIATRICS
	CHART REVIEW
	WALK IN
	TELEPHONE ENCOUNTER
	Clinic: WALK IN//
	Provider for this visit: SHORR,GREG//
	Figure 4-4: Select Clinic and Provider

	Some sites allow telephone and chart review encounters as shown above.  These may be associated with special encounter forms.  A visit is created regardless of what type of clinic is selected, but no bill is generated if either CHART REVIEW or TELEPHONE
	Specify Encounter Form Type And Health Summary Type

	Type ?? to view your local list of encounter forms. If the clinic you selected has a default form, it is printed before the //. The choices for health summaries come from the standard PCC distribution. The most commonly used summaries are ADULT REGULAR a
	Encounter form: MEDICAL// ??
	Choose from:
	DENTAL
	MEDICAL
	OPTICAL
	PODIATRY
	Encounter form: MEDICAL//  MEDICAL
	Health summary type: ADULT REGULAR// PEDIATRIC
	Print outguide/Pull chart? Yes// YES
	Figure 4�5: Select Encounter Form And Health Sum�
	Request an Outguide

	At some sites there will be one final question: “
	Print the Document

	At this point, the check-in transaction has been completed and you are prompted to enter another patient. Meanwhile, the requested forms start printing at one or more locations at your facility. This happens automatically. No user intervention is require
	If the system encounters a problem; e.g., the printer is out of paper, an error message appears on your screen. Notify the site manager immediately if you see an error message. If you fail to notify the site manager, the entire process will stop. What sh
	Monitor the Check-in Process

	A simple menu option enables you to remotely monitor the check-in process at all of your clinics. Specifically, this option does the following:
	For each clinic at your facility, it displays a list of patients who have checked in during the past 6 hours.
	It enables you to remove patients from the list as they are processed by the system of care.
	It shows elapsed waiting times for each patient and the average waiting time for all patients currently on each list.
	A permanent record of all patients who checked-in
	In a typical scenario, you could have a check-in list displayed on a monitor at the nursing station of walk-in clinic. As patients check in at the front desk, their names are displayed on the monitor along this the waiting time. When a patient arrives at
	From the Managers Menu, select QUE.
	PRNT   Print Forms ...
	MON    Monitor Print Deamon
	GO     Start Print Deamon
	STOP   Stop the Print Deamon
	ICD    Import ICD Preferences from Excel
	EXTR   Extract Preferences from PCC Database
	SYS    Edit Orderables
	QUE    Monitor the Check-In Queue
	EDI    Edit ICD Preferences
	Select Manager's Menu for encounter forms Option: QUE
	Clinic: MEDICAL
	Medical patients.  Average waiting time 3 min =>
	1)  WATERMAN,RAE (100003) 5m
	2)  WHEELWRIGHT,MANDY (100006) 4m
	3)  MILLER,SALLY (100010) 2m
	4)  JONES,JODY (100014) 1m
	Select a patient (1-4) :1
	Figure 4-6: Monitor the Check-in Process

	Next a list of names appears as shown above. Next
	You can remove a name from the list. Just type the number of the patient you want to delete and press <Enter>. The list is refreshed/reordered without that name, and the total elapsed time for the deleted patient is computed and stored in the QUEUE file.
	How To Use The Encounter Form
	This section explains how to fill out the encounter form and use it to its maximum advantage. Because each site uses different forms, this section presents a list of general guidelines rather than a set of specific instructions. The Walk-In Clinic Form i
	Background

	The Walk-in Clinic Form is a three page, one part (i.e., no copies) form that incorporates elements of the original PCC Encounter form, the Indian Health Service health summary and the Superbill.
	NOTE: Some encounter forms may only be one page in length; e.g., the telephone encounter form. For purposes of demonstration, we will use a two page ambulatory form designed for a walk in clinic.
	The design principles that follow guided the development of the new encounter form:
	Integrate clinical and billing functions into one form.
	Customize the form based on the characteristics of clinics, users, and patients.
	Create a tool to improve user productivity.
	Support current workflow patterns: registration, visit planning, nurse check-in, clinical care, lab tests, pharmacy, appointments, referrals, data entry / coding, billing (including co-pay), and check out.
	Generate the form in real time on a laser printer to avoid the costs of commercial printing and maintaining an inventory of forms.
	Produce a single part form and thereby eliminate the cost of NCR (carbon-less) copies and the need for a dot matrix, impact printer.
	NOTE:  In most cases, updating clinic processes/workflow will eliminate the need for copies.  In cases where copies are required, scan, fax or digital copier technology can be utilized.
	Print identifying data directly on the form elimi
	Take maximum advantage of Windows and Word printing capabilities.
	The resulting document is a customized form that draws the following elements from the database:
	Patient identifiers: Name, DOB, age, sex, chart number, tribe, SSN, community.
	Visit identifiers: Facility, clinic, scheduled provider, visit ID, timestamp.
	Clinical information: Active problems, birth history, current medications.
	User preferences: Diagnoses and associated ICD codes.
	Site preferences: Treatments, procedures, exams, patient education topics.
	Patient identifiers and visit information is updated and/or collected during the check-in process. Clinical information is collected during each visit via the encounter form and stored in the PCC clinical database. The site manager enters user and site p
	Overview

	The following diagrams provide a general map of the Walk-in Clinic form. The first page is used to record nurse check-in data as well as the subjective, objective, and assessment parts of the SOAP note. The second page is used to record the plan. An opti
	�
	Figure 5-1: Page 1: Check-in, Subjective, Objective, Assessment

	�
	Figure 5-2: Page 2:  Treatment Plan And Check Out

	�
	Figure 5-3: Page 3:  Patient handout

	In addition to being the primary clinical documentation tool, the encounter form is a communication medium between the clinical staff and the data entry clerks and coders.  This document presents a generic approach to data entry, but each site is free to
	Data Entry

	Before beginning data entry, confirm that the correct encounter form is being used.  Patient identifiers are clearly printed at the bottom of the form. Write legibly using a black ballpoint pen. Black ink is best for scanning and photocopying. Use only t
	
	Minimum data set


	If any of the following data elements are absent, information will not be entered into the database, and the form will be returned to the primary provider for completion.
	Primary provider signature
	Primary provider code (only applies to non-physicians)
	Purpose of visit
	All three of these elements must appear on the encounter form.
	
	Excluded data


	Virtually everything entered on the encounter for
	
	Additional space


	After the initial break-in period, typical users find that they can fit their entire progress notes on the form at least 90% of the time. If additional space is required, continue writing on the back of the form.
	
	Caveats


	The PCC electronic patient record is not the legal medical record. The computerized data is not intended as a replacement for the chart, but merely an adjunct to the official record. Its purpose is to generate the health summary and manage reports. The p
	As soon as the encounter form is printed, it cont
	The data entry process occurs in four stages.
	Visit planning
	Nurse check-in
	Provider’s documentation
	Closing out the visit
	Each stage is associated with a different area of the form. These are discussed in detail in the following sections.
	Visit Planning

	Visit planning \(VP\), sometimes called “indus�
	Record validation: Ensure that all identifiers on all documents match.
	Initials and start/end time: Initial the form and write the start time.
	Record review: Identify unmet health needs and “o
	Patient interview: Identify the chief complaint, current acuity, recent visits outside of the system, chronic disease status and OB / birth information.
	Orders and Plans (whenever possible, enter orders to be completed before the patient sees the provider -- this converts waiting time into service time): vital signs, measurements, immunizations, patient setup, special forms, tests, and health maintenan
	Suggested activities for the provider beyond mana
	The new encounter form is specifically designed to support the visit planning process.
	
	Record Validation: Match Patient, Encounter Form, And Chart


	Check the demographic identifiers at the bottom of the encounter form and health summary. The first line contains patient information and the bottom line contains visit information. Make sure that these match perfectly with both the patient and the chart
	�
	Figure 5-4: Match Patient, Encounter Form, and Chart
	Initials and Start/End Time


	Each user has a unique, three or four character, 
	�
	Figure 5-5: Initials and Start / End Time
	Record Review


	This process should take no more than two to three minutes; do as much as possible in the allotted time. Start with the problem list and the last visit (i.e., the last encounter form in the chart). Then, as time permits, go on to recent visits, hospita
	Clean Up the Problem List
	The patient’s complete problem list is displayed 
	One of the most important visit planning functions is to identify diagnoses that are not on the problem list and add them to the problem list. There are three likely sources of these missing problems:
	Recent outpatient visits
	Recent hospital admissions
	Recent referrals
	Information about recent encounters and referrals can be found in the health summary and the chart. The visit planner should check diagnoses in these three areas and, if necessary, add an established diagnosis to the problem list.
	If there is space available, an abbreviated list of purposes of visit (POVs) also appears on the encounter form below the active problem list. (Figure 5-6).
	�
	Figure 5-6: Clean Up The Problem List

	The list of POVs is non-redundant; that is, it contains no codes from the active problem list and has no repeated codes from the POV list. Therefore, it is not useful for monitoring patterns of care (use the health summary for this purpose). However it
	Write A in the left column next to the POV to add an active problem.
	Write I to add an inactive problem.
	Write I in the left column next to the active problem code to make an active problem inactive.
	Write R to remove an active problem.
	�
	Figure 5-7: Manually Cleaning Up the Problem List

	Check Past Measurements
	Check the measurements section of the health summary for abnormal results and patterns (for example, unexplained weight change). Unrecognized abnormalities should be reported to the provider as part of the visit plan (Figure 5-8).
	Check Health Maintenance Needs
	Review the health maintenance section of the health summary to find overdue tests and procedures. Beware of false positives. Many patients may receive health maintenance services at outside facilities, and these may not be documented in you local record
	The health summary contains records of past health maintenance results and forecasts of due dates for pending events. The encounter form only contains the past history.  No forecasts are printed in the current version (Figure 5-8).
	�
	Figure 5-8: Checking Health Maintenance Needs

	Review Recent Visits
	The Recent Visits and Hospitalizations sections of the health summary provide important information about patterns of care and follow-up continuity. These sections are also a good source of diagnoses that may need to be added to the problem list. Space p
	Identify Scheduled Tests and Exams
	Look at the encounter form from the last visit. Determine if any tests or special exams were ordered for this visit. If any tests / exams were completed during the interim, make sure they are on the chart.
	
	Interview The Patient


	After reviewing the record, the next visit planning step is to interview the patient. Ask about the chief complaint, allergies, family planning or birth information (if appropriate) and recent health services outside of the local system of care.
	Chief Complaint
	The interview begins by recording one or more chief complaints on the first line of the visit planning section (Figure 5-9).
	�
	Figure 5-9: Chief Complaint

	Allergies
	If the patient has any allergies, they are listed on the health summary. Allergies are also shown on the encounter form. If the patent has new allergies record them in the box below the old ones.
	�
	Figure 5-10: Allergies

	Reproductive Factors
	If the patient is a female between the ages of 12 and 60, the reproductive factors line is printed at the bottom of the visit planning section. It includes space to record LMP, birth history, and current contraception. Add / edit information as shown in
	�
	Figure 5-11: Reproductive Factors

	Birth Information
	If the patient is a child age five or less, the birth history line is printed at the bottom of the visit planning section. This includes birth location, gestational age, one and five minute Apgar scores, birth weight, type of delivery, and complications.
	�
	Figure 5-12: Birth Information

	Update Test Results and Health Maintenance Activities
	Occasionally, tests, treatments, and procedures are done outside of the local system.  Record this information without making it appear like the tests were done on this visit. If the patient received services elsewhere, update the immunizations section s
	�
	Figure 5-13: Update Test Results And Health Maintenance Activities

	Medications
	If the patient has had recent visits to outside health care facilities, update the medication list if necessary.
	Write a D (for Documentation only) in the Refill column and write the prescription information in the Current Rx section of the encounter form. This tells the coders and pharmacists that this record is not a new prescription but rather updated document
	�
	Figure 5-14: Medications

	Diagnoses
	A convention similar to the one used for medications can be employed to enter outside diagnoses that are not actually managed on this visit (Figure 5-15).
	�
	Figure 5-15: Diagnosis

	Shortcut: If the diagnosis that needs to be added is included in the ICD Pick List section of the encounter form, write a D in the column next to the appropriate diagnosis.
	Enter the date of the test in the left column of the Visit Plan Orders section. Then enter the location in the right column. Do not circle the item because this implies that you are ordering it today (see next section). An alternative approach is to cr
	�
	Figure 5-16: Diagnosis Shortcut

	Skin Test Results
	Record a skin test reading as shown in Figure 5-17. Be sure to initial and date it.
	�
	Figure 5-17: Skin Test Results
	Orders and Plans for the Visit


	The last step is to enter the visit plan itself on the form. On the traditional PCC form, the orderables are in the right hand column. On the new encounter form, the orderables and associated CPT codes take up most of the second page. The orderables are
	Typical Convention
	The visit planner records an order by circling the orderable. The person that actually carries out the order checks it in the left column and initials it to the right of the item (Figure 5-18).
	�
	Figure 5-18: Enter Orders And Plans For The Visit

	The Patient Prep box shown above is optional and is not shown on the sample form. You may add it to your form so that the visit planner can alert downstream personnel about patient preparation needs.
	The second page lists the following orderables: patient education, injections, lab test, radiology exams, treatments, diagnostic exams, immunizations and supplies (Figure 5-19).  If the orderable is not present on any list, write in the item on a blank
	�
	Figure 5-19: Orderables

	�
	Figure 5-20: Plans for Visit

	Note for the Provider
	Information found during the visiting planning process that must be passed on to the provider should be included in the chief complaint section (Figure 5-21).
	�
	Figure 5-21: Notes for Provider
	Nurse Check-in

	After visit planning, the check in nurse takes vital signs, fills out lab slips and put the patient in an exam room.
	
	Enter Vital Signs


	Enter vital signs and measurements in the usual way. The sample form uses a horizontal format rather than clustering the vital signs in the upper left corner (Figure 5-22).
	�
	Figure 5-22: Vital Signs
	Carry Out Orders


	Review the second page of items ordered by the visit planner. Remember, the visit planner circles an item and the check in nurse checks it off and initials it when the order is completed.
	�
	Figure 5-23: Carry Out Orders
	Documentation

	The purpose of this section is to teach the provider how to fill out the SOAP note while taking maximum advantage of the encounter form technology. The provider should view the encounter form as a combination superbill and structured progress note. The n
	
	Validate the Record


	Before beginning to fill out the encounter form, make sure that the encounter form, health summary, chart, and patient all match. Check the identifiers on the bottom of all encounter form pages to make sure that they correspond to the chart and health su
	
	Review Information for Critical Items

	When two health professionals assess a patient’s 
	Use the History and Physical Box


	The history and physical exam box has the potential to improve the documentation required to justify E & M code assigned to the visit. It also can reduce overall documentation time and increase third party reimbursement. The H&P box shown on the sample f
	If the item is normal, place a check ( by it.
	If it is abnormal, place an X by it. All abnormal finding must be described in the soap note.
	Numeric codes can be substituted for item names.
	�
	Figure 5-24: History and Physical Box
	Enter Purposes of Visit, Diagnoses and Problems


	Past experience indicates that 90% of the time, the presenting problems and their associated codes are present on the encounter form. These diagnoses are listed in two adjacent components: the Active Problem/Recent POV list on the left and the Provider P
	A purpose of visit (POV) is a reason for coming to the clinic. Valid reasons include vague symptoms, defined diseases, follow-up activities, tests, medication refills, and other services.
	A diagnosis is a clinical assessment made by a health care professional that can be associated with a specific ICD9 code. Examples include headache, hypertension, prenatal care, etc. Many diagnoses (or POVs) may be documented on a single visit and the 
	A problem is a construct first defined by Dr. Lar
	Active and inactive problems are displayed the health summary or on a list which is placed as the first page in the chart. Dr. Weed reasoned that viewing the problem list would be the quickest way to get a comprehensive view of the patient. Apparently, m
	Dr. Weed developed a set of guidelines for problem documentation and problem list maintenance. These are reviewed below because the encounter form and computer database were designed to conform to these guidelines.
	Definition of a Problem: A problem can be any clinically relevant assessment (e.g., essential hypertension, abusive home environment, refractive error, gingivitis, schizoid personality, RUQ abdominal pain, no transportation available, etc.).
	Each problem is assigned a unique ID number that 
	The problem narrative can change as the underlying condition evolves (e.g., RUQ abdominal pain changes to acute cholecystitis and then further changes to cholecystectomy. In this case, the problem number remains the same, but the associated problem narr
	A problem must reflect the current state of clini
	Problems must be assessments, not plans \(e.g., 
	Once a problem is placed on the list, it remains there forever unless it is resolved and is no longer of clinical significance. Problems must be explicitly removed by a clinician.  They never expire automatically.
	Even if the same diagnosis is made on repeated visits, it only appears in the problem list once. No redundancy is allowed in the problem list.
	No minor acute illnesses, routine services, or he
	If a problem is a chronic disease, include the da
	Entering the Purposes of Visit: The preferred convention for documenting POVs is simple (Figure 5-25).
	To document the primary POV, circle the narrative and write 1 next to it.
	To document any secondary POV, circle it and write 2 next to it.
	Write D in the left column, to signify that the p
	�
	Figure 5-25: Entering the Purpose of Visit

	Write problems that do not appear on the form in the POV entry box near the bottom of the page. This box is similar to the one on the traditional PCC form.  The only exception is that if any other problems are written in, the number indicating primary or
	�
	Figure 5-26: Entering the Purpose of Visit

	Manipulating the Problem List
	In the Active Problem section, write R in the left column to tell the data entry clerk to remove that problem.
	In the Recent POV and User Preferences sections, write A to tell the clerk to add this diagnosis to the active problem list.
	In any section, write I to designate a problem, POV or diagnosis as inactive.
	To add a problem that does not appear on the list, write in your entry in the usual way in the POV narrative section.
	�
	Figure 5-27: Manipulating the Problem List

	To change the narrative of an active problem, write X next to it. Then, in the space below, write another X in the left column followed by the new narrative.  The Xs link the two sections and provide a simple path for the data entry clerk to follow.
	If a second change is required, use the letter Y and so on.
	�
	Figure 5-28: Manipulating the Problem List

	Appending Notes to Problems
	Use the “X” technique described above to append n
	To remove a note, find the note number on the health summary. Then write a message to the data entry clerk to remove the note (Figure 5-29).
	�
	Figure 5-29: Appending Notes to Problems
	Enter Medications


	The medication list on the encounter form can be configured to display all medications or just the chronic medications.
	To order a refill, the provider signs his/her name next to the prescription and writes the date.
	To edit a refill (i.e., change the quantity dispensed) cross through the old value and write a new one. Initial the change.
	New prescriptions can be entered in the space below the old ones.
	�
	Figure 5-30: Entering Medications
	Enter Orders


	The new encounter form is designed to improve order communication and charge capture for services rendered. It accomplishes this by extending and customizing the list of orderables on the old PCC encounter form. Take particular notice of the added boxes
	To enter an order, just circle it. When nursing personnel carry out the order, they check and initial it.
	Items that are not included in any of the orderables lists can be entered by hand in the box near the bottom of the page.
	�
	Figure 5-31:Entering Orders, Part 1
	Closing out the Visit

	To close out the visit, enter the E&M code, future plans and patient instructions.
	
	Enter the E&M Code


	Accurate Evaluation and Management Codes are crit
	
	Enter Future Scheduled Encounters and Referrals


	There is space to enter future scheduled encounters and referral requests.  The same box can be used to document orders for the next visit.
	�
	Figure 5-32: Entering Future Scheduled Encounters and Referrals Here
	Patient Instructions


	The old PCC encounter form had a perforated strip on the bottom copy that could be handed to the patient. The new form has no copies, so no tear-off strip is possible.  Instead, a separate page is printed that can be filled out and given to the patient.
	�
	Figure 5-33: Patient Instructions Sheet

	Appendix A: Sample Forms
	CHART REQUEST
	Date/Time:  «timestamp»
	Clinic: «hdr»
	Patient: «patient»Chart Number: «chart»
	Requested by:  «reqd»PETER«provider»E
	NUMBER OF ROUTING
	LOCATION
	PRIORITY
	TIME
	�
	�
	�
	�
	�
	�
	�
	�
	�
	�
	�
	�
	Appendix B: Mail Merge Fields
	Header field
	Description
	Category
	Origin
	<<l1>>  thru <<l20>>
	Lab
	Infants, children, adult females, adult males
	ORDERABLE
	<<l1a>> thru <<l20a>>
	Lab code
	Infants, children, adult females, adult males
	ORDERABLE
	<<r1>> thru <<r25>>
	Radiology
	Infants, children, adult females, adult males
	ORDERABLE
	<<r1a>> thru <<r25a>>
	Radiology code
	Infants, children, adult females, adult males
	ORDERABLE
	<<e1>> thru <<e20>>
	Exams
	Infants, children, adult females, adult males
	ORDERABLE
	<<e1a>> thru <<e20a>>
	Exam code
	Infants, children, adult females, adult males
	ORDERABLE
	<<i1>> thru <<i10>>
	Immunizations
	Infants, children, adult females, adult males
	ORDERABLE
	<<i1a>> thru  <<i10a>>
	Immunization code
	Infants, children, adult females, adult males
	ORDERABLE
	<<y1>> thru <<y20>>
	Pt Education
	Infants, children, adult females, adult males
	ORDERABLE
	<<y1a>> thru <<y20a>>
	Pt Education code
	Infants, children, adult females, adult males
	ORDERABLE
	<<t1>> thru <<t20>>
	Treatments
	Infants, children, adult females, adult males
	ORDERABLE
	<<t1a>> thru <<t20a>>
	Treatments
	Infants, children, adult females, adult males
	ORDERABLE
	<<s1>> thru <<s20>>
	Injections
	Infants, children, adult females, adult males
	ORDERABLE
	<<s1a>> thru <<s20a>>
	Injection code
	Infants, children, adult females, adult males
	ORDERABLE
	<<z1>> thru <<z15>>
	Supplies
	Infants, children, adult females, adult males
	ORDERABLE
	<<z1a>> thru <<z15a>>
	Supplies code
	Infants, children, adult females, adult males
	ORDERABLE
	<<d1>> thru <<d60>>
	Diagnosis
	Infant,Child, Teen Male, Teen Female, Adult Male, Adult Female, Senior Male,Senior Female
	ICD PREFERENCE
	<<d1c>> thru <<d60c>>
	Diagnosis code
	Infant,Child, Teen Male, Teen Female, Adult Male, Adult Female, Senior Male,Senior Female
	ICD PREFERENCE
	<<p1>> thru <<p20>>
	Active Problems, recent pov
	All patients
	RPMS DATA
	<<p1c>> thru <<p20c>>
	Active Problem, pov code
	All patients
	RPMS DATA
	<<a1>> thru <<a5>>
	Allergies
	All patients
	RPMS DATA
	<<h1>>
	Pap
	Adult females
	RPMS DATA
	<<h2>>
	Glucose
	All parients
	RPMS DATA
	<<h3>>
	PPD
	All parients
	RPMS DATA
	<<h4>>
	Mammogram
	Adult females
	RPMS DATA
	<<h5>>
	Pelvic
	Adult females
	RPMS DATA
	<<h6>>
	Breast
	Adult females
	RPMS DATA
	<<h7>>
	Pelvic
	Adult females
	RPMS DATA
	<<h8>>
	Rectal
	Adult males, adult females
	RPMS DATA
	<<h9>> thru <<h26>>
	Immunization reminders.  Specific immunization ar
	All patients
	RPMS DATA
	<<md1>> thru <<md15>>
	Medication
	All patients
	RPMS DATA
	<<patient>>
	Patient Name: First name Last name
	All patients
	RPMS DATA
	<<b29>>
	Patient Name Last name, First name
	All Patients
	RPMS DATA
	<<timestamp>>
	Date and time form is printed
	All patients
	<<chart>>
	HRN
	All patients
	RPMS DATA
	<<agesex>>
	Age and Sex
	All patients
	RPMS DATA
	<<dob>>
	Date of Birth
	All patients
	RPMS DATA
	<<b27>>
	Third Party Billing
	All patients
	RPMS DATA
	<<vcn>>
	Visit control number
	All patients
	RPMS DATA
	<<tribe>>
	Tribe
	All patients
	RPMS DATA
	<<community>>
	Community
	All patients
	RPMS DATA
	<<ssn>>
	Ssn
	All patients
	RPMS DATA
	<<elig>>
	Eligibility (chs/direct)
	All patients
	RPMS DATA
	<<Vbar>>
	Bar Code
	All patients
	RPMS DATA
	<<x29>>
	Designated provider
	All patients
	RPMS DATA
	<<lc>>
	Living Children
	ADULT FEMALES
	RPMS Data
	<<grav>>
	Gravida
	ADULT FEMALES
	RPMS Data
	<<para>>
	Para
	ADULT FEMALES
	RPMS Data
	<<ab>>
	Abortions
	ADULT FEMALES
	RPMS Data
	<<fpm>>
	Family Planning Method
	ADULT FEMALES
	RPMS Data
	<<Lab2>>
	FP Method (label)
	ADULT FEMALES
	Label
	<<Lab1>>
	LMP (label)
	ADULT FEMALES
	Label
	<<x14>>
	MALE
	ADULT MALES
	Label
	<<x14>>
	FEMALE
	ADULT FEMALES
	Label
	<<x19>>
	Eye
	ADULT FEMALES
	Label
	<<x2>>
	Vagina
	ADULT FEMALES
	Label
	<<x2>>
	Scrotum
	ADULT MALES
	Label
	<<x21>>
	EKG
	ADULT FEMALES
	Label
	<<x22>>
	Pk Flow
	ADULT FEMALES
	Label
	<<x22>>
	HC
	INFANTS
	Label
	<<x22>>
	Pk Flow
	ADULT MALES
	Label
	<<x23>>
	O2 Sat
	ADULT FEMALES
	Label
	<<x23>>
	O2 Sat
	ADULT MALES
	Label
	<<x24>>
	Glucose
	ADULT MALES
	Label
	<<x24>>
	Glucose
	ADULT FEMALES
	Label
	<<x24>>
	Glucose
	CHILDREN
	Label
	<<x29>>
	DP
	ADULT MALES
	Label
	<<x29>>
	DP
	ADULT FEMALES
	Label
	<<x29>>
	DP
	CHILDREN
	Label
	<<x29>>
	DP
	INFANTS
	Label
	<<x3>>
	Urethra
	ADULT FEMALES
	Label
	<<x3>>
	Testes
	ADULT MALES
	Label
	<<x30>>
	ETOH
	ADULT FEMALES
	Label
	<<x30>>
	ETOH
	ADULT MALES
	Label
	<<x30>>
	ETOH
	CHILDREN
	Label
	<<x31>>
	Tobacco
	ADULT FEMALES
	Label
	<<x32>>
	ET Smoke
	INFANTS
	Label
	<<x32>>
	ET Smoke
	ADULT FEMALES
	Label
	<<x32>>
	ET Smoke
	ADULT MALES
	Label
	<<x32>>
	ET Smoke
	CHILDREN
	Label
	<<x33>>
	Drugs
	ADULT FEMALES
	Label
	<<x33>>
	Drugs
	ADULT MALES
	Label
	<<x33>>
	Drugs
	CHILDREN
	Label
	<<x4>>
	Cervix
	ADULT FEMALES
	Label
	<<x4>>
	Prostate
	ADULT MALES
	Label
	<<x40>>
	LMP
	ADULT FEMALES
	Label
	<<x41>>
	FP
	ADULT FEMALES
	Label
	<<x5>>
	Adnexa
	ADULT FEMALES
	Label
	<<x5>>
	Circ/f'skin
	ADULT MALES
	Label
	<<x6>>
	Uterus
	ADULT FEMALES
	Label
	<<x7>>
	Bladder
	ADULT FEMALES
	Label
	<<x8>>
	RectoVag
	ADULT FEMALES
	Label
	<<x10>>
	Breast Exam
	ADULT FEFMALES
	Label
	<<x11>>
	Contour
	ADULT FEFMALES
	Label
	<<x12>>
	D/C
	ADULT FEFMALES
	Label
	<<x13>>
	Masses
	ADULT FEFMALES
	Label
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